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An Important Career from Every Angle 
Serve as an OCCUPATIONAL THERAPIST 


country... 


U.S. ARMY 


Medical Specialist Corps 


As an Army Occupational Therapist, 
your career will be more complete from 
every angle. 


Serve Humanity . . . in modern, well- 
equipped Army hospitals. Work side by side 
with a top group of dedicated men and 
women. Further your professional goals 
through outstanding specialized training in 
the latest techniques and developments in 
your field. 


Serve your Country . . . with the rank, 
pay and prestige of a commissioned officer 
in the United States Army. Perform a job 
directly benefiting the nation—a job so im- 
portant you start as an officer. 


Serve Yourself . . . through the many 
personal advantages of an Army career. Meet 
new people who share your interests and 
ideals. Enjoy the chance for exciting travel, 
both at home and in foreign lands. Count 
on a 30-day paid vacation every year. 


* 


Get all the details .. . Find out how you 
can have this important career from every 
angle—how you can serve humanity, 
country and self! Fill out this coupon and 
mail it today. 
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These exciting new yarns were developed especially for handweaving 
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Lily Homespun Yarns are made from the world’s finest 
100% virgin wools in 3 weights: 


Lamb’s Wool — for weaving lightweight Ladies’ 
Suits and Coats and Men’s Dress Sport Coats 


Suiting Yarn — for Suits, Sport Coats and Light 


Topcoats 


Tweed Yarns-— for Sport Coats and Topcoats. 


Available in fashionable colors on 4 oz. tubes. Jl secs 
lily all cotton 
CHENILLE YARNS 

Samples and prices upon request are made in 18 beautiful, 


Fast colors in 3 sizes: 
ORDER ALL YOUR SUPPLIES FROM THE HANDWEAVER’S HEADQUARTERS  3ct, 225 Yds. per Lb. 


6-cut, 400 Yds. per Lb. 
LILY MILLS COMPANY, Dept. HWN,., Shelby, N. C. 12-cut, 1560 Yds. per Lb. 


AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett's THIS 
catalog listing and illustrating oc- 
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Hand | A T A L G 


There is no finer source of materials for Leathercraft 


t f all kinds .. - ble k 
and other attractive items ... . top quality tooling 


Rug Roving, Cotton Yarn and carving leathers for advanced craftsmen. Also 
. complete line of Leathercraft tools, accessories, supplies 
Carpet Warp, Rug Yarns and instruction books. 


BASKETRY MATERIALS | ATTENTION 
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ENCOURAGE INDEPENDENCE 


“ X-TEND 


LONGHANDLED TOOTHBRUSH 


An invaluable health device, one of several we have 
designed specifically for the physically disabled with 
limited range of motion in arms, shoulders, or hands. 
16” long, with varied connection to set toothbrush at 
45° or 90° angle, as desired. Made of tubular alumi- 
num, with safti-grip handle and special replaceable 


toothbrush. Complete, prepaid in U. S., 1 
DISCOUNTSto R gnized Hospitals and Institutions 


ONE OF MANY ITEMS DESIGNED for the physically 
disabled, shown in our catalogue offered below. 


Dept. 6-A 


Fascole Corporation, 


Shopping Center for the Physically Disabled 
229 Fourth Avenue, New York 3, N. Y. 


“A New Shopping Center for the 


Free Physically Disabled’’ offers a com- 
plete line of intimate, personal 
New items and self-help devices for 


paraplegic, disabled, and recuper- 
Catalogue ating persons. WRITE ON YOUR 
LETTERHEAD NOW. 


NEWCOMB STUDIO ART LOOMS are 
designed for Occupational Therapy 
. . . Stimulates hand, arm and leg re- 
flexes. 


$100.00 


This home or in- 
stitution loom gives 
a patient hours of 
pleasant systematic 
exercise. A patient 
can weave attrac- 
tive artistic rugs, 
drapery materials, 
tweeds and other 
beautiful fabrics 
that receive admira- 
tion ... and can be 
sold profitably to a 
ready market in 
their community. 


f.0.b. 
Davenport, Iowa 


Weaving is fascinating and profitable and builds 
a new mental attitude towards life in many patients. 
Let us send you our illustrated catalog . . . also list 
of war) and weaving supplies. 


NEWCOMB LOOM CO. 


Established 1898 
Davenport, 9-3, Iowa 
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Send for FREE 
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| help produce superior results, 
| give patients added thrill of 
accomplishment! 


| Your metalcraft groups will like working 

| with our Super-Brite MIRROR-Finish 
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craft metals. They'll start projects with 

} assurance that you are giving them the 

| : benefit of the best. They'll find a greater 
source of pride in the appearance of their 
completed work. } 
Metal Goods Corporation’s quality alumi- P| 
num, brass, copper and stainless steel are 
indeed a sound foundation on which to build 
your patients’ sense of achievement. 


SAFE-T-ETCH 
NON-ACID ALUMINUM ETCHING COMPOUND 
especially suited to O. T. usage 
Safe-T-Etch does away with all the old 


hazards of etching with acids .. . is proving 
safer, faster, and easier to use. Ask about it. 


BOOKLET 


Tells how to make many . 
useful, beautiful items 


We'll be glad to send 
you this free booklet on 
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MIRROR-Finish Alumi- 
num using SAFE-T- 
ETCH. Just fill in and 
mail the coupon below. 
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REHABILITATION: Walking Parallel Bars and 
Exercise Staircases of various designs; Posture 
Mirrors, single triple; Gymnasium Mats in 
various thicknesses and coverings; Various types 
of Bicycle Exercisers; Restorator; Progressive Re- 
sistance Exercise Units; Quadriceps-Gastrocne- 
mius-Footdrop Boots; Dumbells; Indian Clubs; 
Wall Pulleys; Doorway Bars and Pulleys; Guthrie- 
Smith Suspension Apparatus; Stall Bars; Shoulder 
Wheels with height adjustment; Manuflex; Kana- 
vel Table; Sayre’s Headslings; Treatment Tables; 
Timers. 


HYDROTHERAPY-ELECTROTHERAPY : Whirlpools 
for every use; Hubbard Tanks; Paraffin Baths; 
Hydrocollator; Shortwave Diathermy; Galvanic- 
faradic-sinusoidal Generators; Hanovia Ultravio- 
let lamps; Heat Lamps and Bakers; Ultrasonic 
Generators. 


SPEECH THERAPY: Audiometers; Tape Record- 
ers; Mirrors for Speech Therapy. 


Send for your free copy of our 
illustrated catalog No. 1056-0; 
or write for particulars on any 
items of interest to you. 


FOR PHYSICAL MEDICINE 


CEREBRAL-PALSY FURNITURE: Relaxation 
Chairs; Runner Chairs; Cut-Out Tables; Stand-in 
Tables; Special Treatment Tables; Foot Placement 
Ladder; Standing Stabilizers; Straight Skis; 
Crawler; Kindegarten Tables and Chairs. 


INVALID EQUIPMENT: Everest & Jennings 
Wheelchairs; Hollywood Wheelchairs; Commodes; 
Walkers; Patient Lifters; Standing (Tilt) Tables; 
Stretchers; Large selection of Crutches and Canes. 


SELFHELP DEVICES: Flatware for the handi- 
capped; Eating Bowls with grip-tite base; De- 
vices for one-armed knitting, embroidery, darn- 
ing; Holder for drinking glass; Reachers; Tele- 
phone Holder; Bathtub Seat; Foam Rubber Toilet 
Seat; Toilet Armrests; Nylon Incontinent Panties; 
Elastic Shoe Laces; Automatic Page Turner, Pris- 
matic Glasses. 


J. A. PRESTON CORP. 


175 FIFTH AVENUE, 


NEW YORK, 10, N. 


AND REHABILITATION 


hardener. 


Make Your Own 
Orthopaedic Appliances 


with the new DIREKT FORM 


Drop-Foot Brace or Night Splint 
Double-thickness of medium D-F mesh, 
with center layer 
dipped D-F hardener; added finishing 
coats brushed on. 
and protected by elastic tape-——then com- 
pletely waterproofed and sealed by D-F 


of burlap. 2 coats 


Edges sanded, finished 


DIREKT-FORM aluminum-alloy wire and woven fiber 
mesh is a new, patented material. The mesh is 
easily formed directly to the body of the patient. 
This molded form is then dipped into the plastic 
hardener. Also, the DIREKT-FORM method has a 
unique advantage over plaster. A special softener is 
supplied which permits reshaping or adjustment 
of a semifinished or finished DIREKT-FORM device. 


Write today for Bulletin of Technique 


515 Victor St., Saddle Brook, N. J. 


These are important DIREKT- vom 
features: 


Eliminates plaster casts 


Can be handled at room temperature 


Simple technique 
Light-weight and durable 
Readily reshaped 
Allergy-proof, easily sterilized 
Radiolucent 


Cosmetically more appealing to sinttous 


Exclusive National Franchises Available—for many countries. Write for proposal. 
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HOME MANAGEMENT FOR THE DISABLED 


JOAN R. HOSSACK, O.T.R. 


INTRODUCTION 


It has been generally agreed that the goal of 
rehabilitation is to assist the disabled person to 
achieve the maximum physical, social, emotional 
and economic independence of which he or she is 
capable, and that this goal can best be achieved 
through the combined services of a group of pro- 
fessions working interdependently as a rehabilita- 
tion team. Each team member functions far more 
effectively in conjunction with the other mem- 
bers than when alone, and in order to bring about 
optimum working relationships it is necessary, 
initially, for each member to have a clear under- 
standing of his own functions and limitations, 
both as an individual service and as a team 
member. 

Occupational therapy can play a vital role in 
rehabilitation only when the therapist adopts and 
lives with a practical and realistic concept of the 
scope of his profession. Stereotyped arts and 
crafts are important as treatment media, but they 
constitute only a part of the treatment indicated 
and it is essential that the total situation be con- 
sidered. What kind of person is the patient? Has 
maximum physical independence been achieved? 
To what way of life will he or she be returning? 
What are the general goals of the patient? What 
“can occupational therapy contribute towards the 
achievement of these goals? Clearly, each patient 
will present a new set of problems, and in order 
to meet these effectively, both the occupational 
therapist and his treatment program must be 
flexible. 

As the patient gradually approaches the time 
to leave the protecting walls of the treatment 
setting and to begin again to take an active part 
in family and community living, many very real 
problems come to the fore. What will people 
say when they see me? Will they want to have 
me around? Will they let me do things for my- 
self? Will I be able to work? Such questions 
are asked every day, and the answers vary with 
everyone who asks them. Some problems can 
be overcome at least in part through the use of 
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practical occupational therapy, particularly when 
it is coupled with the constant support of and 
interpretation by the social worker. 


For the disabled woman, the prospect of resum- 
ing household activities and responsibilities can 
cause much apprehension. She is returning to 
what has been her former job, but in many in- 
stances she no longer possesses her former physi- 
cal strength and skill. She may fear failure, or 
that the work involved will be detrimental to her 
present physical condition. The referring physi- 
cian can be very helpful in this situation by clearly 
defining the patient’s physical capacities and limi- 
tations, and also by encouraging her to participate 
in these activities. A carefully planned program 
in household activities, geared to the individual, 
can do much to enable her to become again an 
effective household manager. The timing of the 
introduction of this program is important and 
varies with the individual. Some patients are able 
to accept their disability at least superficially, and 
to compensate for it far more quickly than others, 
and for them the subject arises naturally quite 
early in their treatment program. Others are bet- 
ter motivated when they are faced with a more 
immediate prospect of resuming home responsi- 
bilities. Group sessions where patients may learn 
new methods and ways of doing things from 
others who have already adjusted to a similar 
situation are valuable. However, it cannot be 
stressed too strongly that these activities must be 
carried on an individual basis and that they are 
directly correlated with individual motivation. 


ENERGY SAVING METHODS 


The application of job analysis and time and 
motion study has enabled many people to save 
energy and to function more effectively, both in 
industrial situations and at home. The principles 
of work simplification, stressing the practical ap- 
proach to activity, with the elimination of un- 
necessary steps and procedures, are basic to good 
home management whether or not the home- 
maker is disabled. The majority of the patients 
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with whom energy saving planning will be the 
most important factor are those suffering from 
cardiac conditions, tuberculosis, arthritis, old age, 
etc. Many multiple sclerotic patients can also 
benefit from this type of thinking but their needs 
must always be assessed on an individual basis as 
the symptoms vary from patient to patient. Be- 
fore constructive planning can be begun, the in- 
dividual situation should be defined in terms of 
the physical layout of the home (individual 
kitchen sketches are most helpful), the responsi- 
bilities involved, and the relationship of the pa- 
tient to the others in the family. It is also neces- 
sary that the therapist establish and maintain good 
rapport with the patient in order that the patient 
may come to understand the purpose of the pro- 
gram, which is to enable the patient to develop 
self-reliance and to utilize energy saving methods 
most effectively. Interviews with the patients in- 
dividually and household activity charts and lists 
are useful in assessing the situation, but it must 
be kept in mind that the charts are only a sign- 
post and are not to constitute the basis for final 
conclusions. Many questions will arise: What 
are the family’s needs? What can the patient 
do safely? What is to be avoided? If it is im- 
possible for the patient to cope with certain tasks, 
who will do them? The relationship of the other 
members of the family to the patient is most im- 
portant, and in this connection much benefit can 
be derived through the joint efforts of the social 
worker and the occupational therapist. Frequent- 
ly it is wise for the husband and perhaps other 
relatives to visit the patient at the rehabilitation 
center so that they may see what she is able to 
do, and what limitations still exist. A tist of 
changes or additions to be made in the patient’s 
home will help to give a positive working plan 
and course of action. A weekly schedule of re- 
sponsibilities allotted to other members of the 
family can do much to eliminate their feelings of 
excessive responsibility for, and over-protection of, 
the handicapped person. There will likely be 
some things which the housewife will be unable 
to do, or will have difficulty in doing, and the 
knowledge that someone else is taking responsi- 
bility for them will help in her eventual adjust- 
ment to her limitations. Similarly, the other mem- 
bers of the household will know that they are 
not asking the disabled homemaker to do things 
of which she is not physically capable. However, 
it should be emphasized that the housewife should 
be encouraged to do as much as possible herself, 
without assistance, even though another member 
of the family might be able to work much more 
quickly. 

It should be emphasized that good posture on 
the part of the patient is essential and that an 
occasional change of position is necessary. A 
bright, cheerful, well lighted, well ventilated 
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working environment, and the use of proper 
working heights, can do much to reduce general 
strain and fatigue, whether or not the homemaker 
is disabled. The question of working pace should 
be considered and although it may be reduced 
considerably with the handicapped worker, it is 
still possible to develop a rhythm in working. 
Working to music can help to achieve this end, 
and the more relaxed the worker is, the more 
effectively she will be able to function. It should 
be emphasized that comfortable, well-fitting cloth- 
ing is necessary in housework just as suitable 
clothing is worn in other activities. 

Housework organization is energy saving and 
should be considered very carefully. Flexible 
work plans on a daily, weekly and seasonal basis 
should be drawn up by the therapist and patient 
together. These plans should include all the jobs 
for which the patient will be responsible and it 
should be arranged so that the heavy jobs are 
scattered throughout the week rather than oc- 
curring all in one day. Long tasks can be broken 
up over several days so that each day will be 
varied and as interesting as possible. These work 
plans should include personal activities both in 
the home and on a community basis, and al- 
though they act as a guide they should be elastic 
enough to allow for unexpected changes in rou- 
tine. A small desk or table to be used as a 
“planning center” can be helpful to the housewife 
in organizing and planning. The use of one-dish 
meals as casseroles and meat loaves, and pre- 
prepared dishes can lighten the cooking routine 
considerably. Careful meal planning can enable 
the homemaker to cook in quantity and to be pre- 
pared for culinary emergencies. Instruction in 
home economics is not usually the purpose of the 
program but many women lack imagination in 
cooking and require outside stimulation to make 
their meals attractive. Sample menus, a good 
recipe book, current food magazines, and the use 
of a personal looseleaf notebook can help to 
remedy this situation. Visual aids such as slides, 
movies and television programs which are geared 
to the housewife will also provide many ideas and 
suggestions which can readily be put into effect 
by the disabled homemaker. 

It should be stressed here that many disabled 
women have formerly been-very rigid in their 
housework methods. They have learned to do 
things one way and have perhaps never considered 
any other way of doing them. Their illness may 
have been a great shock to them and when they 
have found themselves unable to use their former 
work methods they have either lost hope or have 
been unable to try out new methods. Frequently 
it may require a number of group sessions and 
individual discussions before the patient even be- 
gins to be able to move toward any change in 
method or routine. She should try first her old 
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method of doing a task and if it is no longer 
successful, then a substitution of working tools 
and/or method is indicated. The rehabilitation 
setting gives her an opportunity to practice her 
new skills before trying them out at home. Fol- 
lowing this, it is wise for the patient to try out 
one small operation at a time at home on the 
basis of “homework,” and gradually to undertake 
more ambitious tasks, rather than become panicky 
when suddenly faced with a large job. The ap- 
proach is primarily on a “first things first” basis. 

The arrangement of household equipment and 
kitchen appliances should be stressed, and it must 
be considered on an individual basis in terms of 
available equipment and space. It is possible to 
arrange even the most ancient kitchens in such 
a way that they become good working units. For 
example, with cardiac cases where excessive reach- 
ing and bending are contra-indicated, the storing 
of both equipment and supplies at “the point of 
first use” cannot be overemphasized. If the cook- 
ing utensils are stored near the stove and those 
used for baking at the place where the preliminary 
baking operations will be carried out, many steps 
will be saved. In the ordinary kitchen supply 
cupboard it is possible to store the items that are 
used most towards the front of the cupboard 
where they will be more readily available. The 
use of racks on doors, drop shelves, narrow ad- 
justable shelves, pegboards for hanging utensils, 
vertical storage space and convenient electrical 
outlets can all:contribute to efficiency. Gravity 
should be utilized where possible as with a laun- 
dry chute or gravity feed flour bin. Unused ar- 
ticles should be discarded and unused space util- 
ized. Equipment, such as an ironing board, 
vacuum cleaner, small table or chair, can be 
mounted on casters and thus moved about much 
more easily. It is wise for the housewife to read 
fully the directions for any appliances she may 
own so that she may utilize them to their best 
advantage. If it is possible to purchase any new 
equipment, a light durable product should be 
chosen. The housewife may not be able to lift 
heavy equipment which is already in use, but it is 
often possible for her to slide it from one place 
to another. 


THE ONE-HANDED HOUSEWIFE 


The most frequent diagnoses in this category 
are arm amputations, hemiplegia and poliomye- 
litis. With the person who is physically normal, 
one hand, usually the right, acts as a leader with 
the other hand assisting. Frequently in hemi- 
plegia and also in amputations, the patient sud- 
denly finds herself with the leading hand com- 
pletely or partially disabled. She is in a position 
where she must learn to use the remaining hand 
as a leader and her success with this will depend 
not only on her own skill and ingenuity but on 
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the degree of handedness which existed prior to 
the illness or accident. With an amputee there 
is a choice of using the hook as a counterpart to 
the other hand or only as an assistant, but with 
a hemiplegic there is frequently no choice. The 
development of new skills in the remaining hand 
may require long hours of practice, and the basic 
motivation and mood swings of the patient will 
have much effect on the rate of progress. This 
applies especially to the development of fine 
hand skills such as writing. It is particularly 
difficult for those patients who have always been 
perfectionistic and who must learn to concentrate 
on the essentials rather than the details of a 
project. 

With hemiplegic patients there is also an am- 
bulation problem which will affect balance and 
ease of locomotion. This can be overcome in 
part through good kitchen planning, with em- 
phasis on working surfaces at which the patient 
may sit comfortably as she works. Another prob- 
lem arises with hemiplegic patients who are 
aphasic. Their ability to understand and carry 
out directions may be seriously impaired and this, 
coupled with severe emotional involvement may 
make it very difficult for the housewife to learn 
new methods or even to carry out simple, familiar 
tasks. It must always be kept in mind by both 
the therapist and the patient, that it will take 
practice to become a skilled worker again and 
that, of necessity, this work will go more slowly 
than formerly. 

Many household activities normally done with 
two hands can be accomplished with one hand 
alone; for example, cracking an egg, chopping 
vegetables. There are many time-saving devices 
geared to the normal person which can be suc- 
cessfully used by the one-handed person. Mixing 
bowls with suction base, tongs, kitchen shears, 
potato ricers, chopping devices, orange squeezers, 
graters and slicers, wall type can-openers, push- 
type egg-beaters, pots with drainage lids that may 
be clamped on, “lazy susan” revolving shelves, 
long-handled dustpans, meat and food grinders, 
canisters with hinged or level lids, garbage tins 
with foot controls, shopping carts, cellulose sponge 
mops with self-wringing devices attached, suction 
base brushes for washing tumblers, squeeze action 
flour sifters, clip-on aprons are all applicable. 
Vegetable peelers can be mounted on the wall, 
or a simple cutting board with two pins or nails 
protruding will hold vegetables securely for peel- 
ing or cutting purposes (the best results are ob- 
tained with a sharp knife). Electric mixers, pres- 
sure cookers, freezers, dishwashers, laundromats 
and refrigerators can help considerably with this 
type of problem. However it may be financially 
impossible for the patient to install this type of 
equipment and it is therefore essential that she 
be trained to work with the tools which she has 
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at home. Many small but invaluable changes 
can be made by the average home carpenter. 

The use of prepared foods, frozen foods, drop 
cookies, sliced bread, vegetables which can be 
baked or cooked unpeeled, will help to increase 
the efficiency of the one-handed worker. Batters 
and sauces can be mixed in pitchers, rather than 
bowls, for easy pouring and sometimes combina- 
tions of ingredients can be shaken in a jar rather 
than stirred. 

Dishwashing can be simplified considerably by 
soaking the dishes immediately after use and, 
following washing, scalding them to drain dry. 
The one-handed housewife should be especially 
careful when handling hot dishes, and should be 
encouraged to use a potholder or oven glove. 

Laundering is another aspect of housework 
which will need reorganizing. It is usually possi- 
ble for the one-handed housewife to cope with 
hand laundry, and the use of a lightweight iron, 
and adjustable ironing board, cord minder, light- 
weight folding laundry cart or a basket on a 
table on casters will increase her efficiency. If a 
washing machine has no draining or filling de- 
vice, a simple siphon hose is adequate. Hanging 
wet garments can be a problem but lowered laun- 
dry lines and the proximity of a laundry cart can 
do much to overcome it. It is usually recom- 
mended that heavy articles such as sheets and 
blankets be sent out to a commercial laundry or 
that someone else in the household undertake the 
responsibility of caring for them. Ironing with 
one hand is quite possible by using the other hand 
to hold the garment in place, but as formerly 
stated, the work will go slowly and allowance 
must be made for this in the work plan. 't is 
wise to start with simple pieces such as handker- 
chiefs or napkins, and gradually work up to the 
more difficult task of ironing shirts. The use of 
paper napkins, plastic place mats and_ fabrics 
which do not require ironing, such as nylon, 
orlon and dacron, can lighten the laundry burden 
considerably. 

Most light cleaning tasks can be done by the 
one-handed worker, providing she is prevared to 
take longer than she did formerly. The use of 
a tank type vacuum cleaner on a swivel base is 
recommended wherever possible, and cleaning 
supplies may be pushed around the house on a 
small wheeled table or may be carried in a basket 
or shopping bag. It is possible to organize bed- 
making so that one trip around each bed, even 
during changing, will be adequate. Heavy clean- 
ing, such as wall and floor washing, can some- 
times be done in part by the handicapped house- 
wife but she may require some assistance from 
other members of the family. 

It is quite possible physically for the one- 
handed person to use a sewing machine, but the 
success of this will depend on her interest in the 
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activity and also on her former skill. Although 
she may not be an accomplished seamstress, it is 
suggested that she be encouraged to look after 
simple repairs and buttons. 

Frequently the prospect of caring for a child 
can be of the utmost concern to the handicapped 
mother. Methods of child care, including dress- 
ing, feeding and bathing, must of necessity be 
worked out individually, and frequently the use 
of a practice doll in the rehabilitation setting 
will help to eliminate much anxiety. The age 
and needs of the child will vary but basic methods 
can be worked out with a little time and thought. 
For example, often the one-handed mother will 
find it easier to care for a small baby in a car- 
riage rather than in a bed, so that he may be 
wheeled about the house and lifted more easily. 
Once again, allotment of a certain amount of 
responsibility to other members of the household 
will help the mother to carry on successfully. 


THE HOUSEWIFE WITH 
AMBULATORY PROBLEMS 


This group may include, as well as some of the 
disabilities previously mentioned, patients with 
arthritis, paraplegia, poliomyelitis, multiple sclero- 
sis and amputations, and with them as well as 
with the others mentioned, a well planned kitchen 
with a comfortable postural chair or stool, cou- 
pled with time and motion study methods as 
applied to the individual situation, provides the 
basis for maximum function. For those confined 
to wheelchairs, problems of equipment may be 
a little more involved but even minor changes 
such as the adjustment of heights of tables, stoves 
and laundry equipment, the utilization of low 
storage space for food or utensils, the use of a 
wheelchair tray, pick-up tongs, pull-out lapboard, 
the elimination of the frame in front of the sink 
so that the patient can get the chair close to the 
sink, and in some cases the elimination of door 
frames to increase door width can do much to 
help the patient. Sometimes a house which has 
been especially designed for use by a person in a 
wheelchair is available and reduces the problem 
considerably, but usually it is necessary to evolve 
as practical a working plan as is possible in a 
normal house or apartment. The combination of 
rooms, such as dining room-living room, dining 
room-kitchen, will reduce steps considerably. If 
stairs are involved then careful planning of the 
number of trips up and down, either on the part 
of the patient or of someone else in the family, 
is necessary. Many of the equipment and method 
suggestions made previously apply to patients in 
this category. 

CONCLUSIONS 

Frequently, the recognition and isolation of 

problems, followed by the discussion and practice 
(Continued on page 174) 
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TUTORING FOR BEHAVIORAL DELINQUENTS 


BERTHA J. PIPER, O.T.R. 
DOROTHY LE GROW* 


In the normal course of events, the life of the 
average adolescent boy or girl is involved pri- 
marily with learning techniques: school subjects, 
music lessons, club merits, dancing lessons, dra- 
matics, and so on. He may be dreaming about 
getting a job eventually and earning big money, 
perhaps even showing precocious ingenuity in 
securing pin-money, as ambition and imagination 
develop. But the necessity of schooling still re- 
mains the predominant feature in the picture. If 
he is reasonably well adjusted and makes the 
grade, fulfilling his place in the adult world on 
the credit side of the ledger, well and good. But 
not every adolescent person is that fortunate; 
psychiatric care may intervene. 


Where does the patient in the teen-age bracket 
fit into this awesome sounding “rehabilitation 
process,” through which he presumably should 
progress, mature and return to his community as 
a stable citizen? And how can the occupational 
therapy service help to make such prospects ma- 
terialize? A broad-visioned concept of contem- 
porary occupational therapy programs in psychi- 
atric institutions should place special value on 
the significance of providing scholastic instruction 
for adolescent patients along with the equally 
important and more frequently prescribed thera- 
peutic occupations. 


The few cases described in this article are 
among eighteen behavioral delinquent individuals 
who have received the benefits of a tutoring pro- 
gram in the Fairfield State Hospital during the 
past two years. The program has been comple- 
mented by occupational modalities directed toward 
appropriate activity for remedial, socializing or 
explorative purposes, e.g.: typing, stenciling, 
mimeographing, newspaper production, dressmak- 
ing, leather work, woodworking. 


Patients attend school classes upon the request 
of a physician, either in group or individual ses- 
sions, for approximately ten hours per week. The 
tutor reasons topics through with each patient as 
lessons are gleaned from the study assignments. 
School books are secured from a patient’s home 
school in certain instances. The tutor follows 
specified subject material according to the grade 
level of each pupil. Tests are given as frequently 
as the tutor considers it necessary, often orally. 
Careful review and repetition of instruction are 
required practice. In order to promote good so- 
cialization and group harmony, a procedure that 
is considered an important factor in the develop- 
ment of adolescent interpersonal relations, a half- 
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hour or so of social dancing is conducted period- 
ically, or competitive table games may be used. 
This has quite perceptibly, and in no small meas- 
ure, an influence also on the pupil’s readiness to 
accept study with an enthusiastic mood and per- 
sistent effort. There are many interesting com- 
parisons disclosed among the various personality 
dysfunctions and levels of intellectual function. 
Case 1. Jim is the 18-year old son of a man 
described to be a heavy drinker and exceedingly 
domineering and abusive toward his family. At 
the age of 15, the boy became markedly preoccu- 
pied, then turned violent in his mood and at- 
tacked his parents with sharp weapons. He was 
jailed for a week prior to his commitment in 
1953. His diagnosis was established as schizo- 
phrenic reaction, acute undifferentiated type. His 
hospital care included insulin shock treatments, 
psychotherapy and industrial therapy. 


This patient was referred to occupational ther- 
apy while he was on the admission ward, with 
a special request by the doctor for tutoring pro- 
cedures. The tutor discussed the case with the 
physician and gathered pertinent facts concerning 
the patient’s background, temperament and cur- 
rent problems. Reading material was then dis- 
cussed with the patient, and the book Kon-Tiki 
was decided upon for the first selection. The 
decision was made, first, on the basis of the pa- 
tient’s expression of interest in a subject of this 
nature and, second, because the tutor regarded 
the book as a medium stimulating enough to grip 
the imagination of this high-spirited and rebellious 
patient; furthermore, there were excellent possi- 
bilities of conversational topics associated with 
this true account of scientific adventure. It was 
a brand new paper-covered edition, and the pa- 
tient felt quite pleased that he had received the 
book before anyone else had possessed it. On 
a subsequent visit, the tutor discovered several 
pages missing from the book but no comment 
was made about it because the patient readily 
discussed all of the story from the deleted sec- 
tions. On the next visit which the tutor made, 
more pages of the book were gone and the tutor 
expressed regret because the book was damaged 
and inquired whether the patient had missed read- 
ing any of the material because the pages were 
lost. The patient replied, “No. You see, the 
other fellows are anxious to read this book too, 
so when I finished reading each chapter I pulled 


*Member of the OT staff, Fairfield State Hospital, 
permanent teaching certificate, State of ,Connecticut. 


147 


| 

| 

| F 


out the pages and handed them over to those 
people to read. In that way, they won't have 
to wait for me to finish the book!” Needless to 
say, his relations with the tutor and with some 
of the other patients on his ward were going 
along well. He went on reading other types of 
literature, e.g.: David Copperfield and current 
events. The tutor spent one-hour sessions with 
him three afternoons a week. New subjects were 
added to his study assignments: English, spelling, 
US. history, historical novels such as The Vir- 
ginian, and social sciences such as The Problems 
of Democracy. 


However, the patient was experiencing an acute 
psychotic episode, and his behavior began to grow 
less favorable. After three months on the ad- 
mission ward, his attention span was quite poor 
and his unmanageable behavior on the ward 
necessitated a transfer to a maximum security 
area. He showed a definite inclination to give up 
studying but the doctor in charge of his case ad- 
vised the tutor to continue his efforts to direct 
the patient’s interest toward his schoo! work. For 
about a month, the patient’s attitude was sulky, 
resistive and argumentative concerning his hos- 
pitalization. The tutor, nevertheless, continued 
to visit the patient, listened intently to his provo- 
cations and offered him helpful advice. The 
boy’s interest in reading gradually returned, and 
in another month his speed of reading and his 
retention of subject material were much im- 
proved. The tutor now was able to give him 
more appropriate subjects to study, including fic- 
tion and non-fiction. In twenty-four hours, he 
read Caine Mutiny, and then he began some 
really sound reading assignments. His attitude 
and behavior steadily improved. He was trans- 
ferred to another unit where restrictions were 
more relaxed. He accepted a job in one of the 
farm units. He went bowling with other patients 
at the community bowling alleys, and he received 
a privilege card which enabled him to go in and 
out of the wards by himself. He accepted other 
industrial duties where he could undertake more 
responsibility in the day’s work. He voluntarily 
acquainted himself with the occupational therapy 
work center for woodworking and library activ- 
ities between job assignments and in spare hours, 
in order “to avoid boredom.” He maintained an 
eagerness to pursue his school subjects with the 
tutor at convenient hours during the week, re- 
viewing mathematics, reading and discussing cur- 
rent events, and studying scientific subjects found 
in various magazines. After several trial visits at 
home, he received a discharge from the hospital. 
Subsequently, on his own initiative, he availed 
himself of the high school equivalency test pro- 
vided by the state board of education, and he 
received a high school diploma. 
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Case 2. Louella, 19, diagnosed schizophrenic 
reaction, chronic undifferentiated type, has re- 
cently been discharged from the hospital. During 
the eleven months of her hospitalization she re- 
ceived electroshock treatments and group psycho- 
therapy. Her obsessive-compulsive behavior con- 
cerning personal hygiene began at the age of 
eleven and subsequently developed into excessive 
indulgence in showerbaths and constant cleaning 
of her bedroom and personal articles. She main- 
tained a bright normal level of intellectual func- 
tioning and completed three years of high school. 


Her withdrawn personality became less pro- 
nounced during her hospital care; her response 
toward occupational therapy with other patients 
on her ward showed good progress. The respite 
which she experienced during her hospitalization 
from a rigid, domineering mother situation, the 
helpful advice and guidance which she received 
from doctors, instructors and therapists, the pur- 
poseful activity which was provided for her dur- 
ing her hospitalization, bolstered her self-assur- 
ance considerably, if not completely. She worked 
cooperatively with the tutor and completed assign- 
ments in English, spelling, general science, gen- 
eral mathematics and American history. Arrange- 
ments were made by the tutor with the state 
board of education for the patient to take the 
state equivalency test. She was escorted by a 
member of the OT staff to the examining center 
in a nearby city where a large number of other 
applicants were assembled. She succeeded in 
passing the examination, an achievement which 
brought her tremendous satisfaction for it re- 
warded her with a high school diploma. In a 
few weeks she had recovered sufficiently from her 
illness to return home. The tutoring and encour- 
agement which she received while within the hos- 
pital gave her the impetus she needed to pursue 
her studies. It is doubtful whether she would 
have had adequate motivation to do this by her- 
self had she gone home before taking the exam- 
ination. 


Case 3. Jack, age 13, demonstrates general 
intellectual and cognitive retardation in his psy- 
chological testing. He was committed because 


-his family could not control his wandersome be- 


havior. His school attendance and progress were 
poor, and he was a serious problem in the com- 
munity. The clinical picture is one of “adjust- 
ment reaction of childhood, and manifestation of 
neurotic traits.” His basic needs of greater secu- 
rity and personal esteem should be developed 
through milieu therapy where he may evolve an 
inclination to relate to some adult figure. He is 
now cooperating satisfactorily in the school group 
under the tutor’s supervision, reviewing mathe- 
matics, spelling, literature, and geography on the 
sixth grade level. His school principal says that 
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the work which the patient is doing will be cred- 
ited to him so that he may go on to the next 
grade if and when he is able to return. A wel- 
fare agency is also inquiring into the prospect of 
placing him in a children’s center where he may 
receive special care and supervision, with instruc- 
tion in school work. 


Case 4. Helen, 17, has chronic brain syn- 
drome and Huntington’s chorea with psychotic re- 
action. Tutoring has stimulated her interest in 
literature and grammar. Her ability to help Jack 
with his reading at certain times while the tutor 
is taking care of other patients has been reassur- 
ing to her. But her attendance at the school 
session is irregular, inasmuch as her mood takes 
a down-swing occasionally when the dishearten- 
ing prospect of continuous hospitalization over- 
whelms her. The tutor keeps in touch with her, 
nevertheless, in frequent ward visits, prevailing 
upon her to reactivate her interest in the school 
work. 


Case 5. Tom is a ten-year old, a behavior 
problem with delinquent tendencies, threatening 
to kill people, and becoming destructive and as- 
saultive. The psychologist’s report describes the 
boy as “basically a person who lives in and for 
himself; appears to relate to people but shows 
a purpose in manipulating them so they will work 
for him; present personality development may be- 
come a real character disorder or sociopathic per- 
sonality.” 

The boy’s intensive hostility toward school has 
been a major problem surrounding his young life, 
and it was for this reason that the tutor ap- 
proached the subject with a gradual, get-better- 
acquainted attitude. After a week or so of friend- 
ly visits and conversations between the patient 
and the tutor, and, fortunately, between the pa- 
tient and two other adolescents who were already 
attending the school and who made favorable 
references about it to him, the patient requested 
that he be included in the group. His subjects 
have been reading and spelling on the fourth 
grade level, and arithmetic on the third grade 
level, which are taught to him individually. His 
group activities with three or four other patients 
consist of arithmetical problems at the blackboard, 
block construction, a spin-the-dial game in geog- 
raphy (for familiarity with national topography ) 
and a game of parchesi (for competitive exhilara- 
tion). It is good to see how well he can adjust 
to a competitive game situation, accepting defeat 
when it comes his way and yet staying on good 
terms with the winner, in contrast to the rebel- 
lious behavior which he is capable of demonstrat- 
ing at times, perhaps following a disappointing 
visit from a close relative who has failed to fulfill 
his hopes of going home. He wishes “they 


AJOT X, 4, 1956, Part 1 


wouldn’t come at all until they can take me back 
with them.” His daily attendance at the school 
sessions, therefore, help to give him the rewarding 
feeling of acceptance and recognition of his best 
qualities, important in the growth of personality, 
and predominantly so when there are feelings of 
rejection and frustration blocking or distorting 
that development. 

Case 6. Crispo, a 16-year old Puerto Rican 
boy, with an acute schizophrenic process, was in 
the midst of social and psychological stress at the 
time of his admission. His language difficulty 
caused him to feel frustrated and ashamed in his 
school situation, although his testing revealed a 
bright-normal intellect. His symptoms displayed 
anxiety toward his own identity, withdrawal from 
reality, attempts to find security by preoccupation 
with religion, impossibility of identification with 
either parent, and suicidal threats. The objective 
in tutoring him was to help him acquire self-con- 
fidence by providing an opportunity for him to 
demonstrate his intellectual qualities, and he se- 
cured acceptance and enlightened interest through 
the group relations with the other pupils. He 
attended daily school sessions for reading, writing 
and speaking English before his discharge from 
the hospital. 

Tutoring adolescent patients in a psychiatric 
hospital substitutes to a small degree the educa- 
tional experience related to a normal pattern of 
living. Allowances have to be made for individ- 
ual differences and pathological limitations. Such 
a program might well be recognized eventually 
as an integral pattern of treatment procedure in 
the psychiatric institution, corresponding to the 
specialized course of training in the schools for 
mentally retarded. In fact, progress toward a 
long-planned 60-bed child study and treatment 
home was substantially aided by the Connecticut 
legislature in 1955 with an appropriation of 
$500,000. 

One common factor—development of the 
learning capacity—applies throughout with all] 
cases coming into the tutoring program. Thus, 
they are learning to apply attention to the subject 
at hand, to discuss and reason through abstract 
and concrete problems, to associate in an accepta- 
ble manner with others in a restricted schoolroom 
environment. Such a program is intended to en- 
hance good habit training for character devel- 
opment. 


Columbia University 
College of Physicians and Surgeons 
630 W. 168th St., New York 32 


Announces a postgraduate course in cerebral palsy 
Oct..15 to Dec. 14, 1956 
For detailed information write Office of the Dean 


149 


An Abstract of 


A STUDY OF 
THE PRESENT AND POTENTIAL ROLE OF 
OCCUPATIONAL THERAPY IN REHABILITATION* 


WILMA WEST, O.T.R. 
HENRIETTA McNARY, O.T.R. 


PART IV 


MAJOR EDUCATIONAL IMPLICATIONS 
OF THE STUDY 


Introduction. The objective of this section 
was to cull from Part III, and indirectly from 
Parts I and II, the major educational implica- 
tions of the study. This section therefore con- 
tains some interpretive comments and observa- 
tions which it was not the intention to present 
in other parts of the study. 

The content has been divided into three sec- 
tions: summary generalizations on the recom- 
mendations implied in those critical comments 
with the greatest frequency (as recorded in the 
unabridged Part III of the study); summary ob- 
servations on the total educational philosophy 
and pattern for preparation of the occupational 
therapist; and a brief evaluation of the method- 
ology and results of the study. 


SUMMARY RECOMMENDATIONS ON 
EDUCATION AND PRACTICE 


Education. There was general consensus that 
preparation of the occupational therapist needs 
more dynamic emphasis and course material in: 


1. The basic and applied sciences, particularly 
anatomy, kinesiology and neuroanatomy. A few 
of the more extreme comments on this subject 
suggested that both quantity and quality in these 
courses were inadequate. Specifically suggested 
needs included: a surer knowledge of muscle at- 
tachment, structure and function; a better con- 
cept of human motion in relation to gravity, 
balance, and work performance through group 
muscle action; understanding of peripheral nerve 
innervation, patterns of paralysis and deformity 
resulting from muscle imbalance; increased prep- 
aration in the physiology of muscle function and 
repair; and more extensive knowledge of control 
areas and pathways of the central nervous sys- 
tem. 


2. The principles and techniques of prosthe- 
tics. It was generally agreed that the area of pre- 
and post-prosthetic training of upper extremity 
amputees is now a standard assignment to occu- 
pational therapy in the clinical field. Part of the 
reason for criticism of preparation for this func- 
tion is based in the fact that occupational ther- 
apy schools in general did not include instruc- 
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tion in this area until well along in World War 
II. Demonstration of what could be done for 
this disability group, with emphasis on psychol- 
ogical as well as physical needs, plus research 
and development programs which have produced 
more mechanically satisfactory protheses have re- 
sulted in an earlier and greater awareness of the 
need for special training for the civilian amputee. 

Recognizing this fact, occupational therapy 
schools have incorporated basic training in pros- 
thetics into the standard curriculum, and the re- 
sults of this preparation are steadily becoming 
more apparent. It seems evident that the aca- 
demic portion of education must continue to in- 
clude orientation to this field and sound instruc- 
tion in the psychological and physical principles 
of amputee treatment and training. The area of 
application of specific techniques, however, ap- 
pears to be one in which the student affiliation 
centers should assume greater responsibility for 
student education since this type of learning is 
best achieved through experience. 

3. The activities of daily living. This is an- 
other area where there was common agreement 
on both the limited preparation and the need 
to have occupational therapy do more on the 
clinical level. It stems primarily from the prob- 
lem of the increasing numbers of chronically dis- 
abled and older patients in both hospital and 
community populations. It is needed because it 
is realistic and practical to equip patients to be 
independent in self-care. 

There are two basic problems with reference 
to the role of occupational therapy in the ac- 
tivities of daily living. One is the question 
of exactly what in this area can be taught on 
the school level. If students are here oriented 
to the principles, scope and rationale of ADL, 
it seems logical that clinical affiliation centers 
be expected to instruct in specific techniques. 
These do not seem to constitute appropriate sub- 
ject matter for presentation in the academic set- 
ting. The other question is one which has been 
undergoing considerable discussion in the clini- 
cal field, namely: where is the line drawn be- 
tween what the physical therapist does in ADL 


*The previous installment of this article appeared in 
the May-June issue. 
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and what the occupational therapist does in this 
area? The arbitrary division of assigning the 
lower extremity to the former and the upper to 
the latter follows the previous custom in treat- 
ment and training of the amputee, yet this so- 
lution is not wholly acceptable to the profes- 
sional groups concerned, nor is it agreed on 
among physicians charged with total care of 
these patients. Until practice in this area be- 
comes more clearly defined, the school’s respon- 
sibility in teaching is not clear. It would seem 
advisable, however, that interim procedure recog- 
nize the current demand for knowledge and skill 
in this area and that both academic and clinical 
programs in education include relevant prin- 
ciples and practices of ADL at least for the 
upper extremity. 

4. Adapted equipment. This area includes the 
design and fabrication of any items which may 
aid either the treatment or training of the phy- 
sically disabled. It therefore includes supportive 
and dynamic splints as used by the handicapped, 
a relatively new and undeveloped area of de- 
mand on the occupational therapist. 

On this subject, the majority of both comment 
noted and practice seen indicate that occupational 
therapists are being assigned responsibility for 
developing braces and splints because of their 
scientific and medical orientation and _ interest, 
their technical know-how in fashioning materials, 
and their possession of materials and supplies. 

It seems impossible at the present time accu- 
rately to predict the future trend with reference 
to educational and clinical requirements in this 
field, but it may be conservatively suggested 
that, first: regardless of developments in prac- 
tice, the occupational therapist should have a 
sound and thorough orientation to the anatomic 
and kinesiologic principles of both supportive 
and dynamic splints, since. knowledge of their 
use seems imperative whether or not the thera- 
pist makes them; and secondly, that they might 
also be given indirect though applicable exper- 
ience that would fit them for this role if called 
upon to perform it. The latter may be provided 
through adaptation and shift of emphasis in the 
present technique course in metalwork to pro- 
vide: more lathe work with metals, particularly 
stainless steel; experience in shaping, contour- 
ing, brazing, grinding, soldering and welding 
metals; the qualities and characteristics of metals; 
and how to order metals, including the use of a 
micrometer. These are the essential elements of 
knowledge and technique deemed necessary by 
occupational therapists currently doing extensive 
work in this area. 

5. Work simplification. In the 20th century 
push-button way of life, countless energy-saving 
devices and techniques have resulted from man’s 
constant search for easier ways of accomplishing 


AJOT X, 4, 1956, Part 1 


all kinds of tasks. It is customary to apply such 
principles and techniques toward simplification 
of the work of the cardiac, the tuberculous, the 
partially paralyzed and many other types of hand- 
icapped disabilities: The problem of the dis- 
abled housewife, in particular, has occasioned 
much investigation of work simplification, espe- 
cially since the physically handicapped home- 
maker is now eligible for vocational rehabilita- 
tion funds and assistance. In this area, occupa- 
tional therapists are increasingly in demand to 
work with home economists in translating phy- 
sical abilities into vocational requirements. 

The basic principles of work simplification ap- 
ply, however, to all disability groups, to the 
processes involved in sub-contract jobs handled 
by sheltered workshops, to the organization and 
physical arrangement of an occupational therapy 
department into efficient work areas, and even 
to the dozens of daily tasks performed by the 
able-bodied in both vocational activities and daily 
living. For these reasons, it is believed sound 
to recommend that the principles of work simpli- 
fication be presented in the academic curriculum. 
At least part of this could well be included in 
the present science courses in the form of a more 
thorough knowledge of body mechanics and the 
physiology of fatigue, with emphasis on economy 
of energy in activities, simple methods of reduc- 
ing musculo-skeletal stress, and similar matters. 
This basic scientific foundation should be fur- 
ther elaborated in the applied science of kine- 
siology and again in the theory of applying ac- 
tivities as treatment. The actual techniques of 
work simplification can best be presented in the 
clinical setting where the student sees them dem- 
onstrated and applied for specific conditions. 

6. Prevocational evaluation and testing. Ade- 
quate functioning of the occupational therapist 
in this area is dependent on certain additional 
needs in preparation. One of these is the need 
for more objective standards and methods of ac- 
complishing both physical and vocational evalu- 
ations. To do this, a student must combine a 
knowledge of both normal and _ pathological 
structure and function with an understanding of 
the requirements of jobs. The former he now 
gets through basic sciences and medical subjects; 
the latter is not presently included in the cur- 
riculum and should be considered for addition. It 
should include orientation to the major job fam- 
ilies, the elements of occupational analyses and 
classifications, methods of evaluating job require- 
ments, and similar basic occupational information 
which would give the student a fundamental 
knowledge of the world of work, with emphasis 
on vocational demands. 

This is an area offering unusual opportunities 
for correlation of the roles of the occupational 
therapist and psychologist. Both are concerned 
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with development in the patient of an emotional 
readiness for rehabilitation; both have a knowl- 
edge of the psychological components of illness 
and disability. The psychologist offers a defini- 
tive and objective approach with his extensive 
battery of tests and measurements of physical 
and vocational abilities; the occupational thera- 
pist maintains the subjectivity required to sup- 
port the patient's emotional reaction while re- 
taining the complementary value of testing 
through actual performance to determine disabil- 
ity limitations affecting his known abilities. 

The solution for more effective performance 
of the occupational therapist in this area, there- 
fore, lies also in his background in psychology. 
Courses in this subject need to stress knowledge 
of basic personal needs, personality structure, and 
the dynamics of human behavior. They should 
cover the development of personality through 
social and emotional maturity and the impact of 
interpersonal and cultural factors on personality 
development and physiological function. On this 
foundation, there should be superimposed an 
orientation to the principles of objective tests 
and their application to mental and motor per- 
formance. With such breadth of understanding 
carefully laid down, the techniques of effective 
performance in occupational therapy can be pro- 
vided in dynamic and well-correlated theory 
courses and clinical affiliations. The student thus 
prepared would be equipped to meet multiple 
needs in rehabilitation: improvement in motor 
performance, evaluation of physical and voca- 
tional abilities, self-help practice and testing, and 
fulfillment of emotional needs. 

Here, too, the clinical phase of the total edu- 
cation program has responsibilities. In addition 
to offering the student opportunities to do both 
testing and evaluation of patients, clinical person- 
nel could be doing more to develop standard pro- 
cedures in this area. At two of the centers visited, 
some excellent beginnings in this direction were 
noted and more objective and scientific results 
being shown. By and large, however, clinical 
personnel need to make better use of this oppor- 
tunity to strengthen their own professional con- 
tribution and through it, the vocational rehabili- 
tation of the patient. 

7. Community resources. Comment on this 
subject was more a matter of self-evaluation than 
of external criticism from other professional 
groups, but it is nonetheless noteworthy for its 
origin. In general, occupational therapists are 
becoming increasingly aware of the need for 
utilizing the resources of other agencies in the 
broad scope rehabilitation programs currently 
being demanded. This indicates a healthy re- 
spect for the functions of other personnel and 
services without which there can be no truly 
coordinated, multidimensional approach. There 
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is, however, inadequate knowledge of community 
resources at the command of the occupational 
therapist, and lacking this, the therapist lacks the 
means of considering other services and making 
appropriate referrals to them. It is recognized 
that presenting this information in a dynamic 
manner is a very difficult task. Thus the solu- 
tion to this problem is not entirely clear, but that 
it exists as a need in all professional disciplines 
was attested by comments recorded in the study. 

8. On the subject of therapeutic media, there 
was considerable agreement that: 

a. In general, too many crafts are included 
in the curriculum, and there should be more in- 
tensive preparation in a selected few. For many 
years, occupational therapists have been increas- 
ingly aware of the tremendous scope and diver- 
sity of therapeutic activities comprising the 
“tools” of their trade. According to a survey 
conducted by the national organization in 1949, 
seventy different activities were reported as being 
used in 410 occupational therapy departments in 
this country.® 

While the schools cannot dictate specific ele- 
ments of practice followed in the various institu- 
tions employing occupational therapists, they can 
and should function as the leaders in determining 
general professional procedure. This problem of 
impractical diversity of activities is one which 
might best be resolved by the schools’ taking a 
definite stand with respect to a more feasible plan 
for teaching the creative and manual skills. A 
few of the more frequently noted comments with 
regard to such a plan suggested: that five or six 
major and broadly applicable skills (e.g., wood- 
working, metalwork, printing, etc.) be selected 
from the present total range and instruction in 
these be qualitatively improved; that the clinical 
affiliation centers assume responsibility for in- 
structing students in the major additional skills 
most frequently used in clinical programs; and 
that occupational therapy programs in general 
reduce the total range of crafts used to an extent 
commensurate with the ability of the average 
therapist to be competent in teaching them. It 
is sincerely believed that such general policies 
and procedures would result in an increased qual- 
ity of occupational therapy that would adequately 
offset resulting limitations in diversity. 

b. The conventional media should be sup- 
plemented with more vocationally-related activi- 
ties. Some of the logic and reasons for this sug- 
gested change, as brought out in the study, in- 
cluded the following comments: the arts and 
crafts do not appeal to or meet the needs of all 
people; they have a feminine label; they are in- 
adequate for developing strength; and they do 
not simulate the demands of jobs. 

The major and as yet unsolved difficulties 
with respect to this problem are the questions of 
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identifying the new activities which might be 
used and determining how and on what level 
they may best be taught to the student. While 
the second and third parts of these decisions are 
within the immediate jurisdiction of the educators, 
the first appears to be more a matter for clinical 
determination, since it is only on this level that 
new procedures may be tried for both applicabil- 
ity and feasibility in practice. To this end, there- 
fore, it is believed that a major investigative and 
experimental study should be undertaken by the 
profession to survey the many facets of this prob- 
lem and determine possible solutions. 

Pending the educational implications of this 
possible future alteration of the curriculum, the 
schools may prepare the student for adjustment 
and performance in this area. Through courses 
in economics and sociology, there should be a 
focus on man’s relation to his environment in 
competition with his fellow-man, under the 
stresses of an industrial and highly mechanized 
age and within the rigors of a strictly competitive 
system; and on the implications for the house- 
wife, precipitated at least in part by the wonders 
of household gadgetry, kilowatt servants and the 
industrial availability of the ready-mix, do-it-your- 
self way of life. 


“The sociological changes of the past fifty years 


industrialization, urbanization, suburbanization, 
changes in value systems, secularization, migration, and 
changes in traditional institutions, notably the family .. . 
may contribute to the intensification of emotional ten- 
sion, anxiety, and conflict, to which many persons re- 
spond with impaired health. Moreover, there is a wide 
variation in the ability of individuals to adjust to a 
rapidly changing environment . .. ”! 

The physical, mental, social and economic 
implications of these and related trends and 
characteristics of the age are basic to the under- 
standing that must exist in any who work in the 
social welfare field. They are applicable regard- 
less of the treatment media employed and must 
assume larger significance if occupational therapy 
is to function with more direct relationship to the 
total range of patient needs. 

On the clinical level, those departments whose 
programs permit adaptations to introduce and 
experiment with more vocationally-related activi- 
ties might well offer objective information on the 
results of such trials. Both academic and clinical 
personnel should keep in mind the intention and 
effort to apply vocationally-related activities for 
therapeutic as well as testing purposes and in 
programs for patients other than the physically 
disabled. 

9. With reference to student affiliations, sev- 
eral comments supported the necessity of: 

a. Earlier clinical experience. The “clerkship” 
currently used by a number of the accredited 
schools is an example of the solution recom- 
mended to meet the need of the student to see 
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patients at an earlier point in the educational 
process. 

The total amount of time devoted to these 
pre-clinical experiences is not so vital as is their 
place in the educational program. Optimum 
scheduling indicates their placement with rela- 
tion to segments of learning; for example, a 
clerkship in psychiatry related to didactic courses 
in abnormal psychology, clinical psychiatry, and 
the theory of occupational therapy for psychia- 
tric patients. This type of educational unit falls 
between the brief and casual observation that is 
available to the student on a routine field trip 
and the longer and more valuable clinical ex- 
perience which comprises the nine months of 
student affiliations scheduled directly after com- 
pletion of the academic phase. 


b. A strengthening in the content of clini- 
cal material presented in student affiliations. The 
clinical affiliation period is nine months in 
length, and during this time, the student is re- 
quired to have experience with patients in five 
major diagnostic areas. The average length per 
affiliation is eight weeks, and since caseloads do 
vary, it may readily be seen that it is impossible 
to provide meaningful experience for all stu- 
dents with all types of conditions. Even in those 
situations where a large and varied caseload is 
available, clinical supervisors too often consider 
“exposure” adequate and do not seem to accept 
the larger connotation of teaching responsibility. 
There is great need for more imaginative clini- 
cal instruction which would offer the student 
valuable experience in applying theory to prac- 
tice. There should be more conscientious effort 
toward supplementing the available clinical ma- 
terial with selected films, reading references, case 
histories, seminars, journal clubs and similar me- 
dia for learning. 

It seems needless to state that clinical instruc- 
tion programs do vary and that some are much 
more educationally sound than others. In addi- 
tion to factors noted above as determining qual- 
ity, sound concept, adequate staff and close cor- 
relation with a teaching institution will influ- 
ence the contribution of this phase of education. 
Clinical centers should request, and schools 
should be prepared to provide, educational con- 
cepts; a reverse exchange of clinical concepts 
would likewise be valuable. 

Another problem that must soon be faced by 
the profession as a whole is that of consider- 
ing practice in terms of patient problems and 
treatment objectives rather than on the basis of 
diagnostic groups. Such a trend in occupational 
therapy would add realism and flexibility to both 
education and practice. 

During the past year, the thirty accredited 
schools of occupational therapy used more than 
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300 different hospitals, institutions, and agen- 
cies in the United States as student affiliation 
centers; approximately half of these were used by 
only one school and many were used only inter- 
mittently.* These statistics alone cannot con- 
demn the educational policies and practices which 
result in such spread and diversity of teaching 
facilities, but it is undeniable that the larger and 
broader the group of affiliated institutions, the 
greater the necessity of interrelationship and cor- 
relation of total educational aims. It would 
seem a far easier and more certain procedure to 
have the extra-mural facilities more concen- 
trated in the area of the parent educational in- 
stitution and more coordinated in total approach 
to educational objectives. More clinical centers 
want student affiliation programs than are able 
to offer real quality in training. A reduction in 
the total number of facilities used would result 
in a greater concentration of students and per- 
mit those who were doing training to offer more 
and better learning opportunities. The classical 
argument that clinical centers are obligated first 
to serve patients and only second to train stu- 
dents is not at issue since the essential question 
is whether a training program can be offered at 
all. If it is, it must meet all responsibilities of 
the organization for which it is conducted, and 
it has a tacit priority along with patient treat- 
ment. The schools also carry responsibilities in 
maintaining a reasonably even flow of students 
and in working closely with clinical personnel 
if a sustained program is to be effected. 


Post-graduate education. This was generally 
agreed to be necessary for specialty preparation. 
Those who commented on this subject revealed 
an appreciation of the need to maintain the un- 
dergraduate program on a broad basis of prepa- 
ration similar in purpose to the general medical 
background of the doctor. Further qualifications 
for work in the fields of cerebral palsy, polio- 
myelitis, and other highly individualized treat- 
ment problems is best obtained through post- 
graduate education of either the formal type of- 
fered by some of the accredited schools through 
master degree programs in occupational therapy 
and allied fields, or through the increasing num- 
ber of clinical, in-service type programs pre- 


sented by hospitals and agencies in specialty 
fields. 


By and large, these comments came from 
administrators and physicians whose acceptance 
of the fact that undergraduate education does 
not presume to qualify occupational therapists 
for highly specialized treatment programs will 
simplify adherence to previous professional pol- 
icy in this matter. It is an incumbent obligation, 
then, on both schools and clinical centers to of- 
fer further educational opportunities, and on 
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graduate therapists to seek additional qualifica- 
tions. 


Practice. This term refers to the area of op- 
eration of the graduate and not to the clinical 
phase of education. With respect to this sub- 
ject, there was strong recommendation that: 

1. Programs should be extended in most of 
the areas in which educational needs have been 
noted, namely: basic and applied sciences, pros- 
thetics, ADL, adapted equipment, prevocational 
evaluation and testing, and vocationally-related 
activities. 

2. There is need for a greater degree of imag- 
ination and creativity on the part of occupational 
therapy personnel. There is extensive and well- 
justified opinion that occupational therapists ex- 
hibit a performance deficiency in applying skills 
as treatment techniques to meet individual pa- 
tient needs. Students are emphatically taught, 
and graduates basically know, that they are not 
using activities as ends in themselves; that they 
are using mental and motor performance for 
therapeutic exercise, emotional balance, personal 
care, child development, avocational interests, vo- 
cational needs, or whatever result may be de- 
sired. The fundamental principles of education, 
particularly in the liberal arts concept, are far 
broader than one technique or any combination 
of techniques. The academic phase is only one 
segment of the student’s total education. Here 
he is presented with certain basic philosophies, 
grounded in scientific and medical subjects, 
equipped with treatment techniques and indoctri- 
nated with the theory of practice. In the clinical 
portion of the educative process, he must not 
be faced with a breakdown in programming 
which results from the unimaginative applica- 
tion of separate compartments of knowledge. He 
must see that which he has been taught creative- 
ly applied and he must be encouraged and 
guided in his own first efforts in practice. If these 
situations do not arise, the average student too 
soon loses the basic philosophy of his preparation 
and conforms but does not develop through what 
should be an enriching, broadening and further 
experience. The prime importance of maintain- 
ing an imaginative and creative approach among 
all personnel is vital not only to extending the 
value of the student's total educational experi- 
ence but also to assuring quality of professional 
contribution. Only in this way can occupational 
therapy grow and meet changing demands. The 
schools share in this responsibility. 


3. Communication, both verbal and written, 
with all groups concerned in rehabilitation, 
should be improved. This comment was made 
with both a general and specific frame of refer- 
ence, recognizing that communication is an area 
wherein all disciplines need to show greater ac- 
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tivity, but also that occupational therapy is re- 
miss in content and quality of communication as 
well as in quantity. Important elements in com- 
munication include: what to look for and how 
to understand, interpret and relate clinical ma- 
terial in records and reports; the need for great- 
er objectivity and a scientific quality in records 
and reports; effective techniques in reporting and 
communication; the importance of an_ initial 
evaluation and treatment plan with all subse- 
quent observation, notes and reports - related 
thereto; the necessity for participation in clinics, 
rounds, conferences, evaluations and other group 
meetings. In most of these important respects, 
occupational therapists are deficient to some de- 
gree. 


Summary. The major general and specific criti- 
cal comments recorded by the study have here 
been further elaborated in an effort to interpret 
more of the implications of the critique which 
was solicited. These have been written in the 
form of a commentary designed to expand the 
meaning of the report itself, which could not 
be reproduced in detail. Many of the observa- 
tions reflect comments made by one or more per- 
sons consulted in the study; some reflect general 
educational principles; and a few are based on 
personal convictions as related to educational 
and professional experience. 


SUMMARY OBSERVATIONS ON 
EDUCATIONAL PHILOSOPHY AND 
PATTERN 


A few of the general discussions held in con- 
nection with the study indicated support of the 
liberal arts philosophy of education. The insti- 
tute for occupational therapists also went on for- 
mal record as approving a basically general and 
liberal program which would avoid specialization 
vn the undergraduate level. 

One of the more perceptive comments on this 
subject came from an administrator who is also 
an occupational therapist. This was the observa- 
tion that the greatest problem with students to- 
day is not specific to occupational therapy alone 
but is a problem of education in general: name- 
ly, the tendency toward too high a degree of 
specialization which turns out students trained 
to do one thing only, not to ask questions, un- 
able to face new situations and apply basic prin- 
ciples and theories toward their solution. In the 
ever-present concern about liberal arts versus vo- 
cational education, this is grist to the mill of the 
former philosophy, although support of it is still 
limited among personnel consulted in the study. 

It has been pointed out that: 

“Pressure is being brought to bear on those responsible 
for the content of the curriculum to be ‘practical’ in the 
sense of making courses narrowly vocational. While this 
trend needs to be guarded against, at the same time it 
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challenges college faculties to modify the content of many 
courses in the light of present and future demands.”® 

The basically conflicting elements in this dual 
objective of general and specific education com- 
prise the major point of variance between the 
concept of the school and that of the affiliated 
clinical teaching center. Thus, there persists a 
degree of hiatus between academic and clinical 
phases of education which is peculiar neither to 
the units concerned in this study nor alone to 
the profession of occupational therapy. Rather, 
it epitomizes the classic and continuing debate 
on philosophical versus technical education. On 
the one hand is the college or university dedi- 
cated to producing “the enlightened leaders . . . 
so urgently needed” in preference to “. . . legions 
of highly competent technicians and specialists 
but men without education, imbued with tradi- 
tional prejudices, unable to think independently 
outside their narrow specialty ... ”™ On the 
other side is the consumer of professional and 
specialized services—in this case, the affiliated 
clinical center—which is obligated to add a de- 
gree of technical skill and competence to the to- 
tal qualifications of personnel it trains and will 
ultimately employ. Whenever there exists a dual 
responsibility for execution of this or any task, 
there must be the most complete possible empathy 
between the cooperating elements, an open will- 
ingness on the part of each to see and under- 
stand the objectives, inotives and individual 
problems of the other. Lacking this relationship, 
although each may do his job in an adequate 
fashion, the end result will not be a complete 
and coordinated product. 


In occupational therapy education, there are, 
admittedly, factors militating against closer cor- 
relation of the academic and clinical programs; 
for example, limitations in time due to person- 
nel shortages and the physical separation of par- 
ent and affiliated institutions. Neither of these 
is more than a technical difficulty, however, when 
compared with the basic concept which may 
ever be at issue but must constantly seek under- 
standing and cooperation toward a greater de- 
gree of success in achieving the common goal. 

The institute for occupational therapists pre- 
sented two recommendations designed to bring 
about a greater degree of interaction between 
schools and student affiliation centers. (See Part 
III.) The increased inter-relationship and corre- 
Iated effort that such procedures would inevi- 
tably produce could well provide the milieu es- 
sential to a more coordinated educational pro- 
gram. From the point of view of school per- 
sonnel, they would facilitate understanding be- 
tween academic and clinical personnel in plan- 
ning the total educational process, assure a closer 
and stronger relationship between theory and 
practice, and relate the student's clinical prob- 
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lems to possible instructional gaps and weak- 


nesses. For clinical personnel, the same bene- 
fits would accrue, but of even greater import- 
ance would be their developing appreciation of 
general educational objectives, such as: the de- 
sirability of giving “greater emphasis to prin- 
ciples, as opposed to details and techniques”™; 
the need for “less emphasis on information and 
the accumulation of a mass of factual data and 
more on how knowledge is discovered and put 
to use... ”!*; and the obligation of the college 
to 

“ |. . do infinitely more than teach facts and theories, 
It must help the student develop his faculties . . . train 
him to think independently and critically, so that he may 
form his own judgments . . . teach him methods of study 
so as to enable him to keep pace with developments . . . 
open up horizons for him, lead him in attaining a cor- 
rect sense of values, in developing his attitude toward 
life, in one word, his philosophy . . .1% 

The school and clinical center make comple- 
mentary contributions to the total education of 
the student. Both have highly important func- 
tions to fulfill; both have strengths and weak- 
nesses, problems and gratifications. Each will 
admit that the other is essential and neither will 
deny that there is need for increased understand- 
ing between them and continued effort toward 
as complete a union of techniques as exists in 
objectives. in this process of attaining the ulti- 
mate goal, there must be an equal sharing of re- 
sponsibility between schools and clinical centers. 
In addition to the previous proposal for alternat- 
ing academic and clinical experience, other pro- 
visions might be made, such as: budgets to allow 
more frequent visits and periodic participation in 
each other’s programs; interchange of the written 
word—for example, course outlines for case his- 
tories; mutual writing projects for publication 
where both schools and clinics participate; and 
group meetings and discussions for long-range 
planning and understanding. On the national 
level, too, helpful concepts and methods could 
be developed via the council on education with 
its subcommittees on student affiliations and 
schools and curriculum, as well as through the 
education office of the professional organization. 

Through these and other media, there may 
ultimately be realized a closer balance between 
general and specific aims as expressed in the fol- 
lowing concept. 

“The mediaeval university . . . emphasized the uni- 
versality and unity of learning . . . The goal of uni- 
versity education was to produce an all-round scholar, 
an ideal that was carefully preserved for centuries . 
The word doctor means scholar . . . Conditions changed 
in the nineteenth century when the development of 
science led to increasing specialization. A deep split oc- 
curred between the humanities and the new science . . . 

“Specialization occurred by necessity. No man can 
possibly embrace the entire realm of knowledge 


We need highly trained specialists. But we need more 
than specialists . . . 
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“We who have the privilege of living in a democracy 
have not only professional duties but also duties as 
citizens. We have responsibilities not only toward our 
families and the institutions in which we work but also 
toward the community and society at large . . 

“We shall continue to develop highly trained special- 
ists, but we must give them broader equipment 
General education must continue in the professional 
schools and must be correlated to the subject of the 
course. Whatever a man’s specialty is going to be, he 
should be familiar with its history, its sociology, its 
philosophy. This will by necessity broaden his outlook 
and increase his usefulness,”’!4 


EVALUATION OF THE STUDY 


Method of procedure. The procedural meth- 
ods used in this study did not presume to have 
the formality of those which characterize the con- 
trolled scientific investigation: the purpose of the 
study did not indicate use of such methods. 

At the outset of planning the clinical visits, it 
was recognized that standard results could be 
assured only through the use of a standard survey 
or questionnaire form. Such was therefore pre- 
pared and used as a basis for conducting the in- 
dividual clinical visits and interviews. Due to 
the resistance of most professional groups to the 
overworked survey and questionnaire approach, 
however, this was not circulated for completion 
by the participants, nor was it made more than 
generally evident in terms of indicating the pur- 
pose and method of the study. The basic orien- 
tation, written in advance to each participating 
institution and verbally repeated to each individ- 
ual and group consulted was identical; it is per- 
haps unnecessary to state that the resulting inter- 
pretations, replies and comments of the numerous 
and diverse persons contacted did not bear a 
similar uniformity. 

In conducting the visits and interviews ‘de- 
signed to yield the required information, the per- 
sonal and informal approach was frequently 
necessary because of the relative novelty of a. 
professional group’s seeking a broad-scale ap- 
praisal by other groups. Reception was uniform- 
ly cordial but response was occasionally limited. 
Where individuals had obviously given thought 
to the advance general inquiry, comment was 
often spontaneous and direct. In other cases, 
discussion revealed the influence of highly local 
situations, individual problems, and similar mat- 
ters which inevitably colored content of ‘the con- 
tribution. In a few instances, a great reluctance 
to volunteer any comments necessitated the for- 
mulation of specific questions and thus controlled 
and directed the line of reply. Still other varia- 
tions entered in the form of the diverse and 
therefore widely varying demands being made on 
occupational therapy in the many professional 
areas it serves. 

One rather obvious imbalance of the study re- 
lated to procedure is a limitation in the range 

(Continued on page 171) 
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HEMIPLEGIA AND CONCOMITANT 
PSYCHOLOGICAL PHENOMENA 


CARL H. DELACATO, Ed. D.* 


This paper is aimed at the clarification of two 
psychological phenomena which appear in hemi- 
plegia and which interfere in the therapeutic and 
rehabilitative process. This interference is en- 
countered by physical, speech and occupational 
therapists. For purpose of our discussion, we 
shall term these two phenomena “rigidity” and 
“propositionality.” 

Hemiplegia usually occurs as a result of a gross 
insult to the motor area of the cortex. The re- 
sultant loss of function to the side of the body 
opposite to that of the cortical insult is not only 
physically traumatic but is also coupled with deep 
psychological trauma. Cerebral accidents usually 
occur to people who have led fairly active and 
productive lives at or near the height of their pro- 
ductivity. Such a sudden and gross physical dis- 
ability is generally followed by the phenomena 
described below: 


RIGIDITY 


There are many classic examples of rigidity in 
hemiplegia. These examples vary from the pa- 
tient who was deeply disturbed by a lack of sym- 
metry in the placing of furniture to a patient's 
inability to function properly within a changed 
time schedule. Although this phenomenon can 
be observed in many instances of sudden gross 
physical disability and although it is becoming 
increasingly apparent within the field of geriatrics, 
it # strikingly apparent within the therapeutic 
framework when dealing with hemiplegia. For 
example: 


'. Case A. Patient could feed himself satisfactor- 
ily. On one occasion we changed his chair to 
another side of the table. He could not feed 
himself nor could he bring himself to eat in the 
- new position which was in no way related to the 
use of his hand. When moved back to his orig- 
inal position, he could feed himself. 


Case B. ‘Out-patient.) Patient B’s occupa- 
tional therapy schedule was changed to a time 
which was an hour later than the original time. 
He continued to arrive at the former time even 
though he was constantly reminded that the time 
was changed. He seemed incapable of rearrang- 
ing his schedule. 


Case C. (Right-sided hemiplegia with loss of 
speech.) Patient C was making excellent prog- 
ress in occupational therapy. The therapy pro- 
gram and rooms were re-organized in an effort 
to improve the service. Patient C cried uncon- 
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trollably. Upom being given her original chair 
position within the group and upon returnimg to 
her original schedule of therapeutic activity, the 
crying ceased and the patient again profited from 
occupational tlerapy. 

These rigidities are probably the result of with- 
drawal on the part of the patient in the face of 
overwhelming psychological trauma. Sudden on- 
set of disability leaves the ego vulnerable to all 
types of uncomfortable stress, hence the only nat- 
ural protection for the ego is withdrawal. This 
withdrawal is toward familiarity and psycholog- 
ical security on the part of the patient in the 
form of rigidity through the seeking of an un- 
changing and familiar environment. 

Therapeutic procedures which do not take into 
account this natural withdrawal toward ego pro- 
tection through the acquisition of rigidities may 
well tend to increase the pattern of rigidity in 
the patient. To offset the interference of these 
rigidities to the therapeutic process, the occupa- 
tional therapist should move slowly toward the 
patient at the outset. The occupational therapist 
should be quietly enthusiastic. The occupational 
therapist should be gentle but firm in initiating 
the program. The program should be rigidly 
controlled relative to time, space and personnel. 
The therapeutic activities, however, should be 
varied daily within this framework. All begin- 
ning activities should be aimed at ego building. 
The patient must be made to feel increasingly 
secure if he is to rid himself of his natural tend- 
ency to withdraw. As occupational therapy pro- 
gresses and as the ego structure becomes strength- 
ened, the therapist can insist on greater environ- 
mental variability for the patient and greater so- 
cial interaction on the part of the patient. 

Analyzing patients’ reactions in terms of this 
concept of rigidity will help occupational ther- 
apists to use their time spent with patients more 
effectively. 


PROPOSITIONALITY 


We have all seen people who can drive a car, 
light a cigarette, and carry on a logical conversa- 
tion all at the same time. If we asked such a 
person to describe the actions which one goes 
through to drive an automobile under these cir- 
cumstances, the driver invariably becomes a less 


(Continued on page 172) 


*Dr. Delacato is the director of psychological services 
of the Rehabilitation Center at Philadelphia, 8801 Sten- 
ton Avenue, Philadelphia 18, Pa. 
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SAND BLOCKS* 


Above are sand blocks with slot and metal clamps for ease of insertion and removal. 
Paper is held snugly and does not tear or wrinkle. Two dowel handles on top are for bi- 
lateral use. Sanding paddles can be built on the same principle. Below, left, is the work- 
ing drawing of the sand block. 


SANDING BLOCK 


(with simplified method of paper attachment) PEDAL SKATE (with simplified method of 
attachment 
\ 
} 
y 
O 
4 wooden bese 
top view peper showing for 
wan 
a view 


Mens ene ae side view showing pedal skate slipped on pedal 
end view side view end view 


Below is a “skate” screwed to the pedals of bicycle equipment. The skate is made from 
44" plywood and the aluminum case slips over pedal snugly but easily. Wooden strip on 


bottom of skate keeps toe strap from slipping. Above right is a working drawing of the 
skate, 


PEDAL SKATE* 


*Pictures from Valley Forge Army 
Hospital, Phoenixville, Pennsylvania. 
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NATIONALLY SPEAKING 


From the Treasurer 


OUR DOLLARS 1946-1956 

1946 

In 1946 The American Occupational Therapy 
Association moved to new and larger quarters on 
42nd Street. Its total income for the fiscal year 
1946-47 was $35,000.00, (round numbers have 
been used throughout.) In order to establish 
the registration examination $13,000.00 was used 
from reserve funds leaving $5,000.00 in the re- 
serve account. The national office staff included 
seven persons: two professional, the executive 
secretary and education secretary, and five clerical. 
The education office as a permanent part of the 
Association’s function had been started on a three- 
year grant from the Kellogg Foundation. The 
registration examination in its present form was 
being developed. 

There were 2510 members of the Association 
and 2215 registered therapists. The re-registra- 
tion fee was $3.00 and the membership $6.00, 
a total of $9.00. For the first time in the history 
of the Association an occupational therapist was 
president. 

Williams and Wilkins published the journal: 
Occupational Therapy and Rehabilitation. Dr. 
Dunton edited the journal serving without re- 


muneration. The House of Delegates had 24 
associations as members. 
1956 


In 1956 the American Occupational Therapy 
Association moved to new and larger quarters on 
57th Street. Its estimated income for the fiscal 
year 1955-56 was $120,000.00 exclusive of 
grants. The reserve funds were $45,000.00. 


The regular national office staff includes 12 
persons: five professional, the executive director, 
assistant to the executive director, the education 
secretary, the assistant to the education secretary, 
half time, and a part-time psychological consult- 
ant, and seven clerical staff. 

The Association has published its own journal, 
The American Journal of Occupational Therapy, 
since 1947. There are two paid staff members, 
the editor and secretary. The office of the Jour- 
nal is in Milwaukee. 

Approximately $69,500 in grant funds were 
expended during this year. Additional staff have 
been required for these projects: three professional 
persons, two part-time coordinators, a public rela- 
tions expert and secretarial assistance. 

There are 3762 members of the Association 
and 4925 registered therapists of whom over a 
thousand are married and not at present working 
in occupational therapy. The re-registration fee 
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is $8.00 and the membership dues $10.00, a 
total of $18.00. 

The House of Delegates has 36 associations 
as members. 

The American Occupational Therapy Associa- 
tion is a charter member of the World Federation 
of Occupational Therapists which was founded 
in 1952. 

The purchasing power of the dollar in March, 
1946, was 128; in March of 1956 it was 86.4 
or a 49% decrease in purchasing power. There- 
fore, considering the purchasing power of the 
dollar, we are paying the same amount of dues 
as in 1946 and our income of $120,000.00 for 
comparative purposes is $60,000.00. 

What is the source of the income and for what 
is it expended. Of the $120,000.00 income ex- 
clusive of grants, approximately $100,000.00 be- 
longs to the general fund and $20,000.00 to the 
education fund. 

The general fund accounts for all association 
activities other than education and special grants. 
The estimated income of $100,000.00 is derived 
from the following sources: 


Membership dues, re-registration fees, and sub- 
scriptions to the American Journal of Occupa- 


Advertisements in the Journal, the Yearbook and 

Sales of reprints, insignia, etc. .........:.......0.-ciecseseeseee 3% 


What services does the general fund provide 
and what per cent of our general fund income is 
spent on them? 


The Journal and Newsletter ...................-...0-cc-ccssescees 30% 
The Registry and Yearbook ~..........<....-.-..2-.-..c0c0-0 20% 
Service to membership and associations ..............-----.-- 10% 
Publicity and recruitment (cooperation with other 

Placement service and advice to institutions ............ 10% 
Professional development-service to committees ........ 10% 
Education (transferred to education fund) .............. 10% 


The income of the education office this year 
is expected to be $20,000 plus $10,000 which is 
transferred from the general fund: 


Examination fees and initial registration fee .......... 52% 
Payment for special services ...............--.0--s-eesssscenseees 6% 
Sales of education materials .....................-:--ccccssesseees 3% 
Transferred from general fund ..................--:--:-----+ 34% 


What services does the education fund provide 
and what percentage of the income is spent on 
them? 


Registration 60% 
Guidance of students and schools .............-.....-.---++--++ 10% 
Guidance of educational grants .................----<:::-+00-++ 10% 
Education council and committees ...............-...----+++-++- 10% 


In addition to this income thé Association has 
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received in the last two years approximately 
$112,000.00 in grants. As these cut across the 
fiscal year, they are listed in the calendar year in 
which they were received. 


1955 1956 
Scholarships: 
United Cerebral Palsy Association and 


Recruitments and Publicity: 
National Foundation for Infantile 
Office of Vocational Rehabilitation for 
five geographically located institutes.. 14,830 10,000 


National Institute for Mental Health 

Through the grants for scholarships, recruit- 
ment and publicity, it is hoped to meet our great- 
est professional need today—personnel. Through 
the other two grants, the one from the Office of 
Vocational Rehabilitation and the one from the 
National Institute of Mental Health, we should 
obtain information and stimulation to insure a 
better treatment program for our patients. 

The Association has today a list of most de- 
sirable and essential projects for which money 
could be obtained through grants. These are 
(1) the evaluation of occupational therapy de- 
partments and student affiliation centers; (2) a 
study of vocationally related activities as a means 
of treatment; (3) a research laboratory for 
adapted equipment; (4) a job analysis of the 
occupational therapist’s duties to be used as a 
means of strengthening the curriculum in the 
schools. The question is not how to finance these, 
but rather how much can we, the membership, 
successfully undertake. 


The growth of our Association and its accom- 
plishment in the last ten years has been most 
gratifying. This has, however, resulted in serious- 
ly overloading the national office staff and in 
making extensive demands on the membership. 
For this reason a special committee has been ap- 
pointed to draw up a development plan so that 
our continued growth may be well regulated. 
Recommendations from this committee will be 
made to the Board of Management in October. 

There are certain problems partially financial in 
nature facing us today or in the near future which 
should be considered. 

1. Obtaining professional staff to work in the 
national office. This is essential to all progress. 
Is part of the difficulty in obtaining staff due to 
the salaries paid, the lack of retirement benefits 
other than social security, the constant pressure 
of work? A committee on personnel policies is 
now working on this problem. 

2. Can members of the Association serving 
on committees continue not only to volunteer 
their time and effort but also to pay their travel 
expenses? With the extensive increase of com- 
mittee work this is now presenting an increasing 
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problem. Should the committees have funds to 
cover travel expenses of the members from a dis- 
tance or should only local committees be or- 
ganized. 

3. Should the Association accept grants for 
projects which do not completely cover the costs 
of travel for participants serving on committees; 
if it does, are the members willing to make this 
financial contribution. 


4. Should the Association accept grants which 
in two or three years require the Association to 
absorb the cost of the project and continue it? 
An example of such a grant was the Kellogg 
grant which established the education office and 
which the Association has continued to support 
successfully. 

The present state of our finances is excellent 
but the budget for 1956-57 has no extra funds 
for payment of additional expenses and the con- 
tingency fund is $126.00 compared to $1,540.00 
last year. 

It is imperative that the membership consider 
carefully what the future development of our 
Association is to be, that this include the financial 
responsibilities both immediate and future, as 
well as our needed professional growth. We can 
justly be proud of our progress to date. Let us 
plan wisely for the future. 


Clare S. Spackman, O.T.R. 
Treasurer. 


From the Educational Secretary 


The education office of AOTA takes pleasure in 
announcing the names of those examinees who 
successfully completed the February, 1956, regis- 
tration examination. 


Adler, Janet 

Adler, Liane 
Altounian, Richard 
Bates, Donna R. 
Beach, Gwen 


Carstens, Sylvia 
Casterline, Twila J. 
Catalino, Joan 
Chieffo, Audrey 
Chu, Patricia 


Bennett, Carol 


Bethards, Miriam B. 


Beyer, Ruth H. 
Blanke, Marilyn 
Blew, Marcia L. 
Blouch, Carole 
Bonn, Mary 
Boucher, Lorna 
Bradley, Patricia 
Bromberger-Barnea, 
Martha L. 
Brower, Lester 


Brown, Marjorie L. 


Bryan, Wilma J. 
Burns, Gloria L. 
Burpee,* Charlotte 
Butler, Estelle E. 
Campbell, Joyce 
Carey, John P. 
Carlson, Joanne B. 
Carney, Dolores 


Coburn, Betty L. 
Coffin, LaVon C. 
Conner, Linda 
Cook, O. Lucille. 
Cooke, Catherine K. 
Cooper, Margaret 
Corderey, Joy C. 
Corrado, Angela 
Cosick, Carolyn 
Dettrich, Donna 
Dickerson, Helen 
Dillon, Doris 
Donovan, Barbara A. 
Donovan, Margaret 
Drosendahl, Gail 
DuBois, Nancy M. 
Dunning,* Edward 
Edwards, Wimberly 
Ethridge, David A. 
Facen, James 
Feldman, Esther 
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Fisher, Eugenie 


Flemming Kathleen G. 


Fowler, Elizabeth 
Gaines, Nancy 
Galantino, Ruth M. 
Garlitz, Helen 
Gellert, Marcia 
Geralds, Dorothy S. 
Green, Charlotte 
Grenier, Sally A. 
Grieb, Mary 

Guhl, Mary J. 
Guion, Carol 
Hanamoto, Dorothy 
Handel, JoAnne 
Hashiba, Helen 
Hawk, Lael 


Hightower,* Mae D. 


Hilker, Vivian C. 
Holmes, Evelyn 
Holter, Ethel L. 
Homeyard, Virginia 
Hoover, Bonita 
Hoovler, Kathleen 


Keaveny, Mary 
Kempf, Barbara 
Kessel, Sheila 
Kettler, Elizabeth 
Kiely, Jane 
Klein, Patricia P. 


Korman, Vivienne M. 


Krembs, M. Jeanette 
Landberg,* Lois M. 
Lehrer, Maxine O. 


Leibengood, Barbara E. 


Leonard, Elizabeth 
Leppanen, Nancy E. 
Levine, Barbara 
Lewis, Anne 
Litton, Shirley 
Lively, Lorraine R. 
Lloyd, Josephine L. 
Louie, Susan 
Lundine, Phyllis 
Lupton, Margaret 
McAlister, Caroline 
McCarthy, Ann 
McDonald, Norma 


Misono, June 
Mockler, Mary 
Moon, Meredith 
Mullinix, Mary G. 
Murata, David M. 
Murphy, Anne F. 
Murphy, Donna 
Nakagawa, Katsuko 
Newman, Estelle 


Nordell, Genevieve E. 


Nothman, Renate 
Oberg, Betty B. 
Omachi, Esther 
Palen, Mary L. 
Palmer, Charlotte 
Parlato, Barbara 
Parrella, Gloria 
Patnaude, Joan 
Patterson, R. Angela 
Peck, Theresa A. 
Pedersen, Paul 
Petersen, Doris B. 
Plummer, Patricia 
Potter, Dolores 


Saline, Vera E. 
Salsberg, Deborah S. 
Samson, Louise 
Sawamura, Yoneko 


Scharmen, Geraldine R. 


Shivers, Martha L. 
Smith, Diane 

Smith, Harold J. 
Smout, Fayrene 
Snead, Mary E. 
Sosa, Gloria 

Sproul, Janet L. 
Squire, Elizabeth 
Stamm, Barbara 
Steele, Eugenia F. 
Stemper, Judith 
Stephan, Pauline H. 
Tagliarini, Violet 
Tanaka, Ethel K. 
Thompson, John C. 
Tolliver, Shirley R. 
Trainer, Marilyn S. 
Ulivarri, Helen J. 


Hopper, Helen F. 
Huff, Charlotte 
Hull, Katharine 
Hull, Roger A, 
Hume, Frances B. 
Hurst, Linda 
Innes, Barbara J. 
Janson, Diana 
Jennings, Bette 
Jesson, Mona C. 
Jurovich, Bernice 
Kageyama, Jeanette 
Kao, Miranda Miller, Ann W. 
Kapp, Adele D. Miller, Leal D. 
*Completed with honors. 


McIntyre, Marjel 
MacKenzie, Mary J. 
Malone, Floy J. 
Markman, Rose 
Martin, Jo 

Martin, Joanne G. 
Mather,* Ilse R. 
Matson, Elizabeth M. 
Matsutsuyu, Janice S. 
Mayer, Carol 
Melvin, Ella S. 


Mendoza, Norma 


VanRensselaer, Elizabeth 
Vroman, Janet 
Wallace, Janice 
Weldon, June C. 
Wentz, Yvonne L. 
Wertz, Carlene 
Winkler, Carolyn 
Wise, Danessa V. 
Wolch, Jewel 
Yee, Rose 
Yoshida, Jean 
Young, Susan 
Zavadil, Carol 


Mary Frances Heermans, O.T.R. 
Educational Secretary. 


Rauschel, Mary L. 
Ray, Lyle M. 
Reed, Mary C. 
Reingold, Wilma 
Revzen, Ruth 
Richardson, Pauline D. 
Richwine, Alice B. 
Rigdon, Donna R. 
Ring, Jane B. 
Romence, Bonnie 
Rose, Charlotte H. 
Russell, Lorinda F. 


EDITORIAL 


WHAT'S IN A JOB? 

Basic professional principles are ever present 
and static. Although jobs change, treatments im- 
prove and patients vary, the basic principles re- 
main constant. In occupational therapy they re- 
volve around the therapist and her relationship 
with her patients. 

Although we have improved this relationship 
we haven't altered the fact that our main concern 
is the welfare and betterment of the patient. This 
welfare encompasses the entire hospital staff and 
unless we maintain high standards for our own 
treatment procedures improved through research 
and study, unless we work with others in a recip- 
rocal aura of friendly relationships, and unless we 
have the respect and enthusiasm of others on the 
medical team, we fail to maintain the principles 
of our profession. 

No therapist works in a vacuum, no therapist 
can confine himself to a limited working day. To 
be successful, he must give of himself unselfishly 
and generously. And to be truly effective, this 
pertains not only to relationships with patients 
but to all professional stimulation, his immediate 
environment and his national profession. 
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Lack of concern for any professional aspect of 
a job except the confines of his eight-to-five job, 
limits a therapist in his effectiveness. It is not 
chance or a drive for self-glorification that makes 
our best therapists also our most prominent ones. 
Their contribution beyond the needs of their im- 
mediate jobs, makes them the leaders locally and 
nationally and from these efforts they gain well- 
deserved praise and appreciation. Research, com- 
mittee work and liaison work are all tedious, time 
consuming and enervating. But the results of 
such efforts have effected the growth of our pro- 
fession, and without growth we fail to keep pace 
with other professional agencies who are also in- 
terested in the patient’s welfare. 

A non-professional person can limit himself in 
the confines of his job, but a truly effective pro- 
fessional person can never restrict himself with- 
out detriment to himself, his profession and most 
of all his patients. 

Therefore an occupational therapist must al- 
ways grow in knowledge and personality and con- 
tribute to his utmost in hospital relationships, and 
in professional contacts both locally and na- 
tionally. 
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ANNUAL CONFERENCE 
Of The 
AMERICAN OCCUPATIONAL THERAPY ASSOCIATION 
Hotel Nicollet 


Minneapolis, Minnesota 


SEPTEMBER 29-OCTOBER 5, 1956 


General Theme 
Time For Reflection 


CONFERENCE HIGHLIGHTS 


‘We present the following as a preview of 
coming attractions you will find in Minneapolis 
in 1956. Here are a few of the outstanding 
authorities who will speak to you. So don’t for- 
get—see you in the land of sky blue waters! 


We take great pleasure in announcing that our 
keynote speaker at the 1956 conference will be 
the Hon. Orville L. Freeman, governor of Minne- 
sota. The theme of his speech will be “New 
Horizons in Rehabilitation.” This is a Minnesota 
program in which the Governor has taken an 
active interest. 


Miss Margaret Fulton, president of the World 
Federation of Occupational Therapists, will pre- 
sent her greetings at the AOTA banquet. 

This year, Miss June Sokolov, O.T.R., has been 
named for the Eleanor Clark Slagle lectureship. 
The topic will be “Pre-Vocational Evaluation.” 
Miss Sokolov is the executive director of the 
Hartford Rehabilitation Center. 

Dr. Bernard C. Glueck, department of psy- 
chiatry, University of Minnesota; will discuss “Re- 
gressive Shock Therapy.” Accompanying this will 
be a demonstration of occupational therapy dur- 
ing the regimen with several University of Min- 
nesota Occupational therapists participating. 

Another presentation for those interested in 
the psychiatric field is entitled “Chemotherapy— 
Resulting Revisions in an Occupational Therapy 
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Program.” Speaker will be Mrs. A. Ward Lock- 
hart, O.T.R., Colorado State Hospital, Pueblo, 
Colorado. 

Dr. Edward E. Gordon, Michael Reese Hospi- 
tal, Chicago, Illinois, will be one of several speak- 
ers who will discuss the subject, “The Develop- 
ment of Work Tolerance in TB Patients.” 

Some important findings in research in cardiac 
Output in occupational therapy will be presented. 
This research has been carried out under the direc- 
tion of Dr. Frederick J. Kottke, head of the de- 
partment of physical medicine and rehabilitation, 
University of Minnesota, who will be one of the 
principal speakers on this subject. 

Dr. Odon F. Von Werssowetz, medical director, 
Gonzales Warm Springs Foundation, Gonzales, 
Texas, will give an analysis of adaptive equip- 
ment, with an occupational therapy demonstration 
by Miss Muriel Zimmerman, O.T.R., of the Insti- 
tute of Physical Medicine and Rehabilitation. 

“Psychosomatic Conditions in Children with 
Behavior Problems” is the subject of Dr. Adelaide 
Johnson, Mayo Clinic, Rochester, Minnesota. 

Dr. Frank Krusen, Mayo Clinic, Rochester, 
Minnesota; Miss Mary Switzer, Office of Voca- 
tional Rehabilitation, Department of Health, Edu- 
cation and Welfare; and Robert Walker, Rehabil- 
itation Center, University of Minnesota Hospitals, 
will each present their views on the controversial 
subject, “The Contribution of Occupational Ther- 
apy to Vocational Rehabilitation.” 
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MIDYEAR MEETING OF THE BOARD 
OF MANAGEMENT 


American Occupational Therapy Association 
HOTEL STATLER, DETROIT, MICHIGAN 
April 14-15, 1956 
Roll Call 
Members Present 
Major Ruth A. Robinson, O.T.R. 
Miss Beatrice Wade, O.T.R. 
Miss Florence Stattel, O.T.R. 
Miss Clare S. Spackman, O.T.R. 
Miss Frances Helmig, O.T.R. 
Mrs. Arvilla Merrill, O.T.R. 
Miss Elizabeth Whitaker, O.T.R. 
Miss Ethel Huebner, O.T.R. 
Miss Corinne White, O.T.R. 
Mrs. Ivabelle Rhodes, O.T.R. 
Miss June Sokolov, O.T.R. 
Sister Jeanne Marie Bonnett, O.T.R. 
Miss Wilma West, O.T.R. 
Miss Marie Louise Franciscus, O.T.R. 
Miss Caroline Thompson, O.T.R. 
Mrs. Elizabeth Jameson, O.T.R. 
Captain Gertrude Murray, O.T.R. 
Miss Mary Britton, O.T.R. 
Miss Margaret Gleave, O.T.R. 
Mr. Laurel Nelson, O.T.R. 
Miss Henrietta McNary, O.T.R.—Ex-Officio 
Not Represented 
Mrs. Mary Crook 
Dr. Donald Rose 
Dr. Arthur C. Jones 
Dr. William R. Dunton, Jr. 
Presiding—Major Ruth A. Robinson, President 
The minutes of the annual meeting, October 24 and 
27, 1955, were accepted as distributed by mail. 


Executive Reports 


Treasurer—Miss Clare S. Spackman, O.T.R. 

Financial statements and budgets for general and edu- 
cational funds were distributed to all Board members in 
advance of the meeting. These included the proposed 
budget for the year ending June 30, 1957. The treas- 
urer called attention to the following corrections made 
in the annual report, year ending June 30, 1956, as pub- 
lished in AJOT, February, 1956. 

a. Total salaries figure under general expenses 

b. Auditor’s fees 

c. Resulting change in contingency fund total. 

It was voted: 


1. Upon recommendation of the auditor, that 10% 
in actual cash of the value of the furniture and equip- 
ment be added annually for the equipment fund. This 
had previously been voted at 5% as recorded in minutes 
of the annual meeting, October 1954. 

2. To investigate and re-evaluate our insurance cov- 
erage with particular emphasis on fire, theft and liability. 

3. That contents of the safe deposit box be transferred 
from the vaults of the 22nd Street Branch to the 57th 
Street Branch, Chase Manhattan Bank, New York. 

4. That a salary increment be given to the AJOT 
secretary, effective May 1, 1956. That increments to 
employees who have reached the maximum of. salary 
range under present personnel policies be held in abey- 
ance until recommendations are received from the com- 
mittee working on the revision of personnel policies. 

5. To increase our contribution paid as a member 
organization to the International Society for the Welfare 
of Cripples, from $50.00 to $100.00 per year. 

6. To increase our contribution paid as a member 
organization to the National Health Council, from $50.00 
to $100.00 per year. 
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7. That the AOTA allocate $100.00 toward hospital- 
ity for the delegates attending the council meeting of 
the World Federation of Occupational 
Philadelphia, October, 1956, 


8. The budget for the fiscal year ending June 30, 
1957, was approved as presented. 
Report accepted. 


Therapists in 


Executive Director—Miss Marjorie Fish, O.T.R. 

A report of activities for the first half of the year 
was distributed to Board members in advance. 
numbers were reported as 4,925 registered therapists; 
3,762 members; 112 World Federation members. The 
executive director expressed a high degree of satisfaction 
in the new office headquarters and sincere appreciation of 
the staff for same. 

Discrepancies of the new billing system which went 
into operation this year were discussed. A critical evalua- 
tion of the plan is under study to remedy repetition of 
failures next year and to avoid the lag in time schedule. 


Current 


It was voted in order to speed up the process, that the 
initial bills be sent out approximately September 1; that 
the second billing be sent approximately October 1 (with 
the statement that if already paid, it be ignored); that 
the deadline for inclusion of names in the Yearbook be 
one month from date of second billing. This schedule 
is recommended as a guide only and indication of general 
range of time in which billing and payment of dues 
should be transacted. It is not intended as an arbitrary 
setting of dates which must be adhered to. 

Discussion of the Yearbook centered on two principal 
items: earlier publication date to shorten interval between 
payment of registration fees and receipt of directory; 
revisions in content to make the Yearbook more valuable 
to registrants, such as inclusion of names of directors of 
departments. 

It was voted that the Yearbook questions go to a com- 
mittee for study and that recommendations be made to 
the Board at the annual meeting. 

Report accepted wtih appreciation. 

Educational Secretary—Miss Mary Frances Heermans, 
O.T.R. 

The report on the first full year’s use of the RPSA 
was presented. The results and interpretation of data 
from the study were distributed to all Board members at 
the meeting. 

It was announced that in the future this study would 
be conducted only in regard to those students taking the 
registration examination. 

A new system for recording the clinical affiliation cen- 
ters used by the approved schools has been inaugurated 
to provide a continuous record. Early data indicates a 
questionably wide scatter of student affiliation centers 
which should be watched. 

A new procedure in special services differing from the 
past is that reports to the schools will be prepared an- 
nually to include the relative school standing for each 
examination and the area analysis of two examinations 
combined. Previously, this was done every second year 
to cover administration of four examinations. 

Report accepted with thanks. 


Speaker House of Delegates—Miss Frances 
O.T.R. 

Voting of the state associations on several matters was 
reported. The majority voting indicated: 


1. Acceptance of report of committee on recognition 


of non-professional personnel. 
2. Change of annual conference dates from fall to 
spring. 
3. A yearly report from states for inclusion in the 
AOTA annual report. 


4. Continuation of delegate reports in AJOT. 


Helmig, 
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Several states requested that the following matters be 
brought to the attention of the Board: 
1. That the AOTA push for Blue Cross payments for 


occupational therapy. 
state matter, as there 
quarters. 

2. That the secretary of state associations receive the 
material generally sent to the delegate and president. The 
Board agreed to put this into effect. 

3. That the AOTA budget be submitted to the states 
in April, so it can be voted on at the annual meeting 
of the state associations. The Board advised that the 
budget is approved by the Board of Management and 
does not need state approval. Questions from the states 
relative to the budget should be submitted through the 
speaker of the House of Delegates to the Board. 

4. That the chairmen of state legislative and civil 
service committees write to the state for six copies of the 
current job specifications and salary range to be for- 
warded to the AOTA for loan basis use. The AOTA 
will be glad to comply with this request. 

A resume was submitted of the work being done in 
New York State to form one state association with dis- 
tricts. 

Report accepted. 


Editor of Journal—Mrs. Lucie S. Murphy, O.T.R. 

The editor reported a marked decrease in advertising 
space with consequent drop in revenue. Advertisers state 
that they do not get results from their advertisements. 
The east coast area was reported still without an adver- 
tising representative. 

It was recommended that New York Metropolitan Asso- 
ciation conduct a pilot effort in an experiment with state 
associations handling the selling of advertising in their 
areas for which they would receive 20% commission. 

The editor reviewed preliminary steps taken toward 
preparation of application for a possible research grant 
in terms of benefit to the future expansion of the Journal. 
It was recommended that this be referred to the develop- 
ment plan committee for its logical place in time and 
content sequence. 

Report accepted. 


REPORTS OF CHAIRMEN OF STANDING 
COMMITTEES 


Education—M iss 


The Board advised that this is a 
is no national Blue Cross head- 


Council on 
O.T.R. 

Summary reports of the four education committees were 
presented with the following recommendations: 


1. Graduate study: that a questionnaire be incorporated 
into the annual AOTA bill requesting information from 
members on graduate study activity and thesis topics; 
that a thesis section be established in AJOT. 


2. Schools and curriculum: that the names of exam- 


inees who have successfully passed the registration exam- 
ination continue to be listed in AJOT, but that the code 
number for the schools of graduation be eliminated; that 
the date for administering the February and June regis- 
tration examination will be the Jast Friday of those 
months; that all school directors will forward to the edu- 
cation office significant changes taking place in the OT 
curriculum. 

3. Student affiliation: that the present RPSA form 
be continued until evidence of need for change. 

4. Scholarship: no recommendations. Routine actions 
reported, 

Both groups elected their delegates-at-large to the coun- 
cil completing the full constituency of that body and it 
is now operating according to the newly designated plan. 

The council is drawing up a statement relative to 
projects in procéss and under advisement, their timing 
relative to grants, and basic philosophies in education. 
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Henrietta) McNary, 


Dr. Hinman reported that the name of the council on 
physical medicine and rehabilitation in the American 
Medical Association has been changed to “council on 
medical physics.” He further reported that the council 
on medical education and hospitals had recently establish- 
ed an advisory committee on physical therapy education 
consisting of physicians and physical therapists. He sug- 
gested a similar advisory committee on occupational ther- 
apy education would be appropriate. 

The council on education recommended to the Board 
the approval, endorsement and support of the procedure 
of appointment by the council on medical education and 
hospitals of the AMA, of an advisory committee on OT 
education similar to that established in physical therapy. 
It was felt that in the interim, if the council so needed, 
the AOTA medical advisory council supplemented by a 
suitable number of OT’s could be called upon to function 
in this advisory capacity. 

It was further recommended that the Board request the 
AMA council to form an advisory committee on OT 
education and that there be one representative from each 
of the following: physical medicine, orthopedics, psy- 
chiatry, tuberculosis, surgery, pediatrics, internal medicine 
and four members of the AOTA. 

The Board voted endorsement of this recommendation 
and that the executive committee carry it out giving full 
consideration to the discussions of the Board. 

Report accepted with thanks. 


Registration—Miss Mary Frances Heermans, O.T.R. 

Two hundred and eighteen (218) examinees took the 
February examination which was proctored in 32 different 
universities. 

The registration committee membership will be in- 
creased by fall with members coming from somewhat 
greater distances. 

The Spanish translation of the February examination 
will be administered in the Puerto Rican school on April 
27 with eight graduates sitting. 

An item writing drive has been launched to secure an 
increased number of questions for the examination. Let- 
ters and informational material were sent to 86 prospec- 
tive writers of whom 41 have indicated their desire to 
participate. The newly established plan of a token pay- 
ment for each accepted item is in action. 

Report accepted. 


Permanent Conference—Mrs, Winifred C. Kahmann, 
O.T.R. 

Due to increasing growth of annual conferences and 
resultant planning, the need of a co-chairman of the 
permanent conference committee has become evident. Mr. 
Laurel Nelson has accepted this appointment. 

The 1956 conference planning is progressing well 
under Miss Genevieve Anderson, local chairman with an 
excellent committee. To date, 28 of the 40 booths for 
commercial exhibits have been reserved. 

The 1957 conference will be held in Cleveland at the 
Hotel Carter, October 19-25. Jt was agreed that the 
Cleveland meeting should be planned as a “workshop” 
type of conference devoting the total conference time to 
the program, except for the business meeting of the 
membership. There would be no institute. The con- 
tent under this plan would be based on material and 
recommendations from, and a culmination of, the various 
institutes held for occupational therapists during the pre- 
vious period, including those of the American Hospital 
Association, Office of Vocational Rehabilitation, AOTA, 
and the psychiatric project of the National Institute of 
Mental Health. 

No decision was reached relative to location of 1958 
and 1959 conferences due to possible shift of time from 
fall to spring. The previous report from the House of 
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Delegates indicated the majority of those voting to be 
in favor of spring. This raised the question of two 
meetings in one year, or the feasibility of skipping a 
year and scheduling with one and one-half years be- 
tween conferences during the 1958-1960 period. Con- 
venience to commercial exhibitors and their -availability 
in spring versus fall was considered an important factor. 
It was agreed that the permanent conference chairman 
would contact the exhibitors and report back to the Board 
for final decision. 


It was voted that $500.00 be advanced to state associa- 
tion conference committees to pay in part for their con- 
ference planning. This could be expended at their dis- 
cretion and accounted for to the AOTA. 

Report accepted. 


Clinical Procedures—Miss Wilma West, O.T.R. 

The first installment of material produced by the sub- 
committees has been submitted to the AOTA for printing 
and distribution totalling approximately 105 pages and 
representing the areas of tuberculosis, general medicine 
and surgery and physical disabilities. The tuberculosis 
material was entirely complete; the latter two represented 
15 and 10 diagnostic studies, respectively. The submitted 
material included an introductory statement prepared by 
the chairman and a compiled synthesis of treatment ob- 
jectives for each of the five major disability areas pub- 
lished as a preface. 

The physical disability subcommittee is undertaking a 
photograph collection service for AOTA which is chan- 
nelled through the special studies committee. 

A section on mental retardation under the psychiatric 
subcommittee has been organized as approved at the an- 
nual meeting. 

One section of a committee has asked for a further 
year’s delay feeling they cannot meet their assignment 
before then. The Board backed the chairman in not 
favoring permission for a committee section to exist an- 
other year with no effort to produce work. 

Report accepted. 


Legislative and Civil 
O.T.R. 

The chairman presented statements and material of 
two studies which the committee has worked on: (1) an 
approach to the matter of salaries in OT; (2) civil serv- 
ice qualifications re non-professional personnel. Both of 
these studies represented valuable work and the Board 
indicated their backing in following out the recommenda- 
tions presented. No. 2 would be referred to the special 
committee on recognition of non-professional personnel. 
It was agreed that the state associations should be en- 
couraged to work locally with the civil service problem 
through their state committees. 

Attention was called to the inadequate description of 
occupational therapy as it appeared in “Job Descriptions 
and Organizational Analysis for Hospitals and Related 
Health Services,” published by U. S. Department of 
Labor and U. S. Employment Service, 1952. 

It was voted that the civil service committee be em- 
powered to draft a letter to go from the AOTA to the 
American Hospital Association, Department of Labor 
and U. S. Employment Service indicating the erroneous 
interpretation and concept of OT and to request that a 
supplemental statement be submitted for incorporation 
in the next revised publication of the book. It is to be 
stated that we would be glad to consult with a repre- 
sentative. 


Service—Mr. Laurel Nelson, 


It was agreed that the executive director should ex- 
plore further means of presenting this to the member- 
ship as well as other federal and voluntary agencies 
whose help can be utilized in clarification. 

It was suggested that the supervisors of occupational 
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therapy in state service could be a valuable group to 
help in civil service matters, and the chairman was en- 
couraged to plan to gather this group together inviting 
them to attend the meeting of the legislative and civil 
service committee at the annual conference. 

Report accepted. 


Committee on Recognitions—Captain Gertrude Mur- 
ray, O.T.R. 

In accordance with the Board request at the 1955 
annual meeting, a report was given on the purposes and 
organization of this newly established standing commit- 
tee. A well-defined description and delineation of the two 
forms of special recognitions (the Award of Merit and 
the Eleanor Clarke Slagle lectureship) was presented. 

It was voted that the report be accepted in essence and 
that a mail vote of Board members desiring any changes 
be required by May Ist, after which the committee 
would be free to proceed. 

It was voted that the speaker send the section on the 
Eleanor Clarke Slagle lectureship to delegates with the 
request that they send in their nominations on the forms 
with instruction to come to the annual meeting prepared 
with names which will be submitted to the selection com- 
mittee. The requirement of nominations being in the 
hands of the committee on recognitions four months 
before the annual AOTA conference will be waived 
this year, thus avoiding the necessity of skipping a 
year without a lecturer. 

It was voted to incorporate in these minutes the substi- 
tution of the paragraph on purpose of recognitions: 
“to honor an individual or group who have made an 
outstanding contribution or contributions to the field of 
OT” in place of the statement in the 1955 San Fran- 
cisco minutes reading: “the Award of Merit may be given 
to any member of the Association who has made an 
outstanding contribution above the call of duty. It has 
no memorial significance.” 

It was agreed that the committee give further study 
to the special recognition of retiring OT’s. 


REPORTS OF CHAIRMEN OF 
COMMITTEES 


SPECIAL 


Joint Committee on Recognition of Non-Professional 
Personnel—Miss Marion Crampton, O.T.R. 

A formal report was not submitted as the committee 
had not yet met as a group. The chairman asked for 
Board direction relative to clarification of status and 
ongoing responsibilities of the committee. 

The Board responded as follows: 


1. It was voted that this committee be perpetuated 
as a special committee and appointed as any other com- 
mittee; that the membership now in effect shall continue 
with the same representatives it has until its work is com- 
pleted. The committee is not limited to present personnel 
only, but the chairman is authorized to call upon others 
for membership or in a consulting capacity. 

2. The course outline for training activity aides sub- 
mitted by Wisconsin’s state department of public wel- 
fare had been referred to the committee on non-profes- 
sional personnel. It was indicated that this committee 
was not in a position to endorse the course in the name 
of the committee or of the American Occupational Ther- 
apy Association, but that they could encourage the Wis- 
consin group to go ahead with what appears to be a 
well planned course to meet state needs and inform 
them that several states conduct similar training pro- 
grams. They will be notified when our guide outline 
is completed. 


Manual of Occupational Therapy—Miss Marguerite 
Abbott, O.T.R. 


It was reported that all previous members of the com- 
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mittee were invited to continue and new members were 
announced. 


Objectives: to replace old AMA Manual on Occupa- 
tional Therapy (out of print) with a physicians’ OT 
reference guide for specific use of physicians with em- 
phasis on treatment procedures and basic treatment cri- 
teria in the diagnostic areas, 

Overall organization is to include an editorial division, 
writers’ division, readers’ division, editorial committee 
division. 

Format will include a preface with approval by ap- 
propriate medical groups within the AMA and AOTA 
particularly by the members of the medical advisory 
council. 

Publication date is proposed for April, 1957. 

Report accepted with appreciation. 


SOP on Committees—Miss Helen Willard, O.T.R. 


The chairman reported that several of the standing 
committees had submitted their statements on purposes 
and functions in response to the request for same follow- 
ing Board vote at the 1955 annual meeting to review 
and bring up to date the 1953 committee structure study. 
Miss Willard asked for further instruction on proceed- 
ing. It was pointed out that the original intent was to 
draw an overall pattern of committees delineating their 
structure, objectives, functions and interrelationship. Then 
to build up in each standing committee an SOP on detail 
of operation and responsibilities of chairmen. 


- It was voted that the 1953 statement on committees be 

revised to include an organizational chart, a definition 

of the function of each committee and a statement of 

the interrelationship and lines of communication between 

all committees and with the national organization. 
Report accepted with thanks. 


REPORTS OF BOARD COMMITTEES 


AOTA Personnel Policies—Miss Marie L. Franciscus, 
O.T.R. 


This committee was established at request of the 
president, to make recommendations to the executive 
committee and Board concerning items in the personnel 
policies for national office staff relative to new policy 
as well as on policy where the present framework was too 
limiting. These items included provision for part-time 
personnel, certain salary considerations, and new cate- 
gories of employees. 

It was reported that the committee found itself unable 
to meet the assignment adequately without an intensive 
study of the entire structure due to the rapid growth of 
the national office. The committee recommended that: 


1. study be inaugurated to establish a _ long- 
range personnel policy framework that will be ready for 
growth and expansion of the national structure in ad- 
vance rather than in retrospect. 


2. A committee, including the executive director and 


the treasurer serving in ex-officio capacities, be requested 
to undertake such a study. 

3. Serious consideration be given to the advisability 
of engaging a specialist in business and office management 
to serve as a consultant and advisor to the committee 
doing the study. 


The Board voted approval of 1 and 2. 


Pertaining to No. 3, the board voted that a committee 
be instructed to start the study and determine if an ex- 
pert is needed after all of the ramifications have been 
gone into. If an expert is needed that exploration be 
made of various sources for such help as well as prepara- 
tion of figures on costs involved. 

Report accepted. 
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Development Plan—Miss Wilma West, O.T.R. 

Following recommendation of the executive director 
at the 1955 annual meeting and of the executive com- 
mittee at their February meeting, the President appointed 
a special development plan committee to give preliminary 
study to total long-range association needs with instruc- 
tion to report to the midyear meeting. Extensive back- 
ground material basic to an overall development plan 
was presented including the principal categories of our 
professional needs in terms of importance, time sched- 
ule, etc. 

The committee recommended that: 


1. The development plan study be continued in com- 
mittee and that this be a committee of the Board in- 
cluding a delegate board member, and officers with the 
treasurer and executive director serving ex-officio. 


2. The functions of the committee be to classify 


our total grant projects with regard to our basic pro- 
fessional needs. 

3. Comments from the chairmen of the standing com- 
mittees of the Association be solicited. 

4. Mechanics and recommendations for implement- 
ing the development plan be set up plus a budget for 
financing. 

5. The goal for achieving the objectives set forth 
in the plan be considered in terms of five years. 

The final plan will be presented to the House of Del- 
egates for approval. 

Report accepted with a rising vote of thanks. 


OTHER BUSINESS 


Joint Commission on Mental Illness and Health—Miss 
Beatrice D. Wade, O.T.R. 

As representative of the AOTA on the joint commis- 
sion, Miss Wade reported two meetings this winter and 
progress in the further establishment of the commission 
relative to headquarters office in Cambridge, Massachu- 
setts, with attending personnel. The first assignment re- 
quested of organization representatives was the  sub- 
mittal of possible studies in their respective areas. An 
outline of the material on occupational therapy was 
presented to the Board, This included a brief definition 
of psychiatric occupational therapy, goals and objec- 
tives, a listing of six proposals for inquiry with a bib- 
liography on available data. 

The Board voted appreciation to Miss Wade. 


Medical Advisory Council Meeting. The Board voted 
that the 1956 meeting of the council be held in Chi- 
cago preferably on Friday, September 28th, just prior to 
the Minneapolis conference. 


World Federation of Occupational Therapists. The 
Board voted approval of changes in the constitution as 
approved by the World Federation Council in Edinburgh 
in 1954 and as referred to the member countries for con- 
firmation. 


Correspondence: 


1. A letter of resignation from Mrs. Frances Shuff, 
assistant to the executive director, effective September 15, 
1956, was read. The personnel committee and Board 
accepted the letter with regret and expression of appre- 
ciation for her fine services. 


2. A letter was read from Miss Dorothy Rouse an- 


nouncing her retirement after 37 years in the Public 
Health and Veterans Administration Services. 
Meeting adjourned. 


Respectfully submitted, 
MARJORIE FISH, O.T.R. 
Executive Director 
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FINANCIAL STATEMENT 


American Occupational Therapy Association 


GENERAL FUND 


Midyear Report, April, 1956 


Actual 


Actual Approved Proposed 
Inc. & Exp. Inc. & Exp. Budget Budget 
Year Ending 7-1-55— Year Ending Year Ending 
6-30-55 2-29-56 6-30-56 6-30-57 


INCOME: 


Registration fees 


AJOT subscriptions 

Members $11,233.00) 

Sale OF 180.00 72.00 200.00 100.00 
Interest—bank & bonds 913.45 768.86 650.00 750.00 
$94,895.81 $95,850.48 $101,925.00 $105,825.00 
EXPENSES: 
Salaries 

202.35 100.00 300.00 400.00 
Postage & expressage 1,779.09 1,121.48 2,000.00 2,000.00 
Books & subscriptions 78.83 32.83 150.00 150.00 
Grant to educational fund <.:.-......2..0o..:5..-2-.c.s..cc 8,305.00 9,095.00 9,095.00 11,000.00 
AjJOT cost & expense wsossensneseenensnneenseeseeseessneeneenees 21,592.62 14,417.85) 25.000.00 25.000.06 
AJOT discount & commissions .... 1,883.50 1,501.60) 

Purchase of reprints ) 
OF 2,042.73 $82.81 2,500.00 2,500.00 
Purchase of pins ) 
Office supplies & expenses ..................:2.eeseseceeeeeees 2,235.58 2,786.44 2,200.00 2,500.00 
National office procedure consult, 200.00 200.00 
Furniture & fixtures 66.95 a 100.00 — 
$90,582.04 $66,311.29 $101,925.00 $105,825.00 
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EDUCATIONAL FUND 


Midyear Report, April, 1956 


Actual Actual Approved Proposed 
Inc. & Exp. Inc. & Exp. Budget Budget 
Year Ending 7-1-55— Year Ending Year Ending 
6-30-55 2-29-56 6-30-56 6-30-57 
INCOME: 
Geant from general fond $ 8,305.00 $ 9,095.00 $ 9,095.00 $11,000.00 
Registration examination fees 6,229.00 3,456.50 9,000.00 9,000.00 
Sale of educational materials ..........................-.-- 1,521.83 895.16 1,000.00 1,000.00 
Payment for special services ...................--.--c--cs-c0-- 1,110.90 1,325.58 2,000.00 1,200.00 
$21,553.81 $20,176.96 $29,165.00 $30,275.00 
EXPENSES: 
Salaries 
Temporary Secretarial 300.00 — 
148.75 190.75 150.00 200.00 
2,475.16 1,468.13 2,000.00 2,000.00 
Purchasing of ed. materials 704.72 794.7 900.00 900.00 
Ofiice. supplies. & expemecs 335.34 300.00 350.00 +00.00 
1,016.00 799.00 1,200.00 1,200.00 
175.41 292.69 300.00 500.00 
$21,520.45 $16,821.01 $29,165.00 $30,275.00 


AOTA COMMITTEES 


Standing Committees 


Members 
CLINICAL PROCEDURES COMMITTEE 


Norma Alessandrini, O.T.R. 


Pediatrics. Norma Smith, O.T.R,. Chairman 


Wilma L. West, O.T.R., Chairman Dorothy Bohlman, O.T.R. 
Subcommittees Joan Chapm>n, O.T.R. 
Joan Downey, O.T.R. 
Administration, Mildred Sleeper, O.T.R., Chairman Joyce Osborn, O.T.R. 
Carol Schad, O:7 
Robert Belyea, O.T.R. Marion Thill, O.T.R. 
Virginia Smith, O.T.R. Physical Disabilities. Myra McDaniel, Lt. Col. 
June Sokolov, O.T.R. AMSC(OT), Chairman 
General Medicine and Surgery. Angeline A. Howard, Members 
O.T.R., Chairman Jean Ayres, O.T.R. 
Joyce Bodycomb, O.T.R. 
Members Miriam Brennan, O.T.R. 
Alice Cooley, O.T.R. Barbara Knickerbocker, O.T.R. 
Claire Glasser, O.T.R. Cordelia Myers, Capt. AMSC(OT ) 
Janet Stone, O.T.R. Eleanor Hillger, O.T.R. 
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Section on Cerebral Palsy. Marguerite Abbott, 
O.T.R., Chairman 


Members 
Ruth Brunyate, O.T.R. 
Elizabeth Wagner, O.T.R. 
Julie Werner, O.T.R. 
Elizabeth Withers, O.T.R. 


Psychiatry. Gail Fidler, O.T.R., Chairman 


Members 
Naida Ackley, O.T.R. 
Marion Crampton, O.T.R. 
Beatrice Gold, O.T.R. 
Elizabeth Ridgway, O.T.R. 
Lois Sargent, O.T.R. 
Corinne White, O.T.R. 
Consultants 
Alice Clement, O.T.R. 
Mary Alice Coombs, O.T.R. 
Doris Cutting, O.T.R. 


Section on Mental Retardation, Eleanor Kille, 
O.T.R., Chairman 


Members 
Russell Anderson, O.T.R. 
Marilyn Brown, O.T.R. 
Marjorie Clark, O.T.R. 
Vera Flaherty, O.T.R 
Mary Golden, O.T.R. 
Jean Strand, O.T.R. 
Florence Walters, O.T.R. 
Harry Watkins, O.T.R. 


Tuberculosis. Dorothy Sebesta, O.T.R., Chairman 


Members 
Carol Goodwin, O.T.R. 
Pauline Hill, O.T.R. 
Janet McLaughlin, O.T.R. 
Barbara Miller, O.T..R 
Dorothy Yaeger, O.T.R. 
Ruth Zieke, O.T.R. 


COUNCIL ON EDUCATION 


Henrietta McNary, O.T.R., Chairman 
Members 


Representatives from Student Affiliation Committee 


Mary Beach, O.T.R. 
Ruth Brunyate, O.T.R. 
Arvilla Merrill, O.T.R. 
Virginia Niles, O.T.R. 
Margery Peple, O.T.R. 
Representatives from Schools and Curriculum 
Committee 
Nancie Greenman, O.T.R. 
Frances Herrick, O.T.R 
Barbara Jewett, O.T.R. 
Ivabelle Rhodes, O.T.R. 
Marion Spear, O.T.R. 


Representatives from Graduate Study Committee 


A. Jean Ayres, O.T.R. 
Carlotta Welles, O.T.R. 
Wilma West, O.T.R. 
Representative from Scholarship Committee 
Martha E. Matthews, O.T.R. 
Honorary Member 
Helen S. Willard, O.T.R. 
Ex-Officio 
Marjorie Fish, O.T.R. 
Mary F. Heermans, O.T.R. 
Ruth Robinson, O.T.R., Major, AMSC(OT) 
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Committee on Schools and Curriculum 


Frances Herrick, O.T.R., Chairman 

Marion Spear, O.T.R., Vice-Chairman 
Barbara Jewett, O.T.R., Secretary 
Members: Directors of all accredited schools 


Committee on Student Af filiations 


Mary Beach, O.T.R., Chairman 

Arvilla Merrill, O.T.R., Vice-Chairman 
Margery Peple, O.T.R., Secretary 
Members 


June Arber, O.T.R. 

Susan S. Barnes, O.T.R. 
Grace Black, O.T.R. 

Rose Ann Brown, O.T.R. 
Ruth Brunyate, O.T.R. 

Joan Chapman, O.T.R. 
Catherine Daniewicz, O.T.R. 
Eileen Dixey, O.T.R. 
Dorothy Elliott, O.T.R. 
Dortha Esch, O.T.R. 

Edna Faeser, O.T.R. 
Dorothy L. Flint, O.T.R. 
Claire S. Glasser, O.T.R. 
Patricia Huddleston, O.T.R. 
Winifred C. Kahmann, O.T.R. 
Dorothy Lawson, O.T.R. 
Jessie Lawson, O.T.R. 

Anne S. Miller, O.T.R. 
Chloe Nelson, O.T.R. 
Virginia Niles, O.T.R. 
Margaret Orchard, O.T.R. 
Miriam Plank, O.T.R. 
Maria Isabel Ponton, O.T.R. 
Helen Powell, O.T.R. 

Helen Powers, O.T.R. 
Libbie S. Rose, O.T.R. 
Jerome Scalzi, O.T.R. 

Carol Schad, O.T.R. 
Mildred Schwagmeyer, O.T.R. 
Barbara Small, O.T.R. 
Norma Smith, O.T.R. 

June Sokolov, O.T.R. 

Clare S. Spackman, O.T.R. 
Janet Stone, O.T.R. 

Viola Svensson, O.T.R. 
Dorothy Yaeger, O.T.R. 


Voice but no vote: 


Air Force—Miriam Perry, Lt. Col. AMSC (OT) 
Army—Myra McDaniel, Lt. Col. AMSC (OT) 
Navy—Maria Aquino, Lt. AMSC (OT) 
VA—Dorothy D. Rouse, O.T.R. 


Committee on Graduate Study 


Carlotta Welles, O.T.R., Chairman 
Wilma West, O.T.R., Vice-Chairman 
A. Jean Ayes, O.T.R., Secretary 
Members 

Florence Cromwell, O.T.R. 

H. Dwyer Dundon, O.T.R. 

Marie Louise Franciscus, O.T.R. 

Martha E. Matthews, O.T.R. 

Mary Reilly, O.T.R. 

Alice Samson, O.T.R. 

Clare S. Spackman, O.T.R. 

Marion Spear, O.T.R. 

Florence Stattel, O.T.R. 

Joyce M. Ward, O.T.R. 
Ex-Officio 

Mary F. Heermans, O.T.R. 

Lucie S$. Murphy, O.T.R. 

Henrietta McNary, O.T.R. 
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Scholarship Committee 
Martha E. Matthews, O.T.R., Chairman 
Members 
Marie L. Franciscus, O.T.R. 
Caroline Thompson, O.T.R. 
Ex-of ficio 
Mary F. Heermans, O.T.R. 
Henrietta McNary, O.T.R. 


LEGISLATIVE AND CIVIL SERVICE COMMITTEE 


Laurel V. Nelson, O.T.R., Chairman 
Members 
Thomas Crowe, O.T.R. 
Helen Dahlstrom, O.T.R. 
Evelyn Eichler, O.T.R. 


NOMINATING COMMITTEE 


Rosalie A. Kiss, O.T.R., Chairman 
Members 
Shirley Bowing, O.T.R. 
Margaret Gleave, O.T.R. 
June Sokolov, O.T.R. 
Elizabeth Whitaker, O.T.R. 


PERMANENT CONFERENCE COMMITTEE 


Winifred C. Kahmann, O.T.R., Chairman 
~ Laurel V. Nelson, O.T.R., Co-Chairman 
1956 Local Conference Committee 

A. Genevieve Anderson, Chairman 
Dortha Esch, Co-Chairman 
Sister Jeanne Marie, Institute Chairman 
Members 

Ann Brandon, O.T.R. 

Marion Calph, O.T.R. 

Jean Close, O.T.R. 

Catherine Daniewicz, O.T.R. 

Lillian Dosedel, O.T.R. 

Ey elyne Eichler, 

Alice Fulton, O.T.R. 

Borghild Hansen, O.T.R. 

Mildred Henly, O.T.R. 

Winifred Johnson, O.T.R. 

Neal Kooiman, O.T.R. 

Mary Lavis, O.T.R. 

Marvin Lepley, O.T.R. 

Beverly O’Connor, O.T.R. 

Jean Roberts, O.T.R. 

Clarence Sicard, O.T.R. 

Donna Stauffer, O.T.R. 

Norma Steinke, O.T.R. 

Mary Van Gorden, O.T.R. 

Thomas Crowe, O.T.R. 
1957 Local Conference Committee 
Mildred Schwagmeyer, O.T.R., Chairman 


RECRUITMENT AND PUBLICITY COMMITTEE 


John R. Redjinski, O.T.R., Chairman 
Rheta B. Glueck, Director in National Office 
Members 


Arizona—Gertrude E. Tracy, O.T.R. 
Arkansas—Virginia Stockwell, O.T.R. 
California (North)—Joan Crawford, O.T.R. 
California (South)—Donna Robinson, O.T.R. 
Colorado—2nd Lt. Elizabeth Ehlers, O.T.R. 
Connecticut—James Bolger, O.T.R. 
Delaware—Ann S. Miller, O.T.R. 

District of Columbia—Rosanna Leete, O.T.R. 
Florida—Martha Gill, O.T.R. 
Georgia—Joyce Collins, O.T.R. 
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Hawaii—Juanita Baumgartner, O.T.R. 
Idaho—Janet Kosho, O.T.R. 
Illinois—Mary Britton, O.T.R. 
Indiana—Evelyn Michel Wachstetter, O.T.R. 
Iowa—Jean McNie, O.T.R. 
Kansas—Sarah Gephardt, O.T.R. 
Kentucky—Janice Sotan, O.T.R. 
Louisiana—Nancy Angle Rachel, O.T.R. 
Maryland—Lucy G. Morse, O.T.R. 
Massachusetts—Barbara Ricker, O.T.R. 
Michigan—Lyla M. Spelbring, O.T.R. 
Minnesota—Dortha Esch, O.T.R. 
Mississippi—Pearl J. Tennyson, O.T.R. 
Missouri—Frances Weenick Cohen, O.T.R. 
Montana—Louis W. Wurl, O.T.R. 
Nebraska—Lois Landberg, O.T.R. 
New England—Eileen Dixey, O.T.R. 
New Jersey—Fred E. Odhner, O.T.R. 
New York—Harriet Fenichel, O.T.R. 
North Carolina—Alice B. Patton, O.T.R. 
Ohio—Jane Schwartz, O.T.R. 
Oklahoma—Virginia Hahn, O.T.R. 
Oregon—O. Elizabeth Irle, O.T.R. 
Pennsylvania (East)—Virginia Cute, O.T.R. 
Pennsylvania (West)—Gertrude D. Sobolewski, 
O.T.R. 
Puerto Rico—Deidad Ramos-Colon, O.T.R. 
Rhode Island—Elizabeth Allenson, O.T.R. 
Rochester—Wilma L. West, O.T.R. 
South Carolina—Patricia Lessard, O.T.R. 
Tennessee—Barbara Wallin, O.T.R. 
Texas—Patricia Hart, O.T.R. 
Utah—Joyce Andrews, O.T.R. 
Virginia—Charlotte S. B. Reynolds, O.T.R. 
Washington—Ethelmae Anderson, O.T.R. 
West Virginia—Charlotte A. Prudich, O.T.R. 
Wisconsin—Margaret Mirénda, O.T.R. 
Area Chairmen 
Area I—Meriam Fraenkel, O.T.R. 
Area II—Dorothy Wirt, O.T.R. 
Area III—To be appointed 
Area IV—Virginia B. Oser, O.T.R. 
Area V—Mary Britton, O.T.R. 
Area VI—Jean McNie, O.T.R. 
Co-chairman Shirley B. Lewis, O.T.R. 
Area VII—Ronald G. Beals, O.T.R. 
Schools Committee 
Area I—Nancie B. Greenman, O.T.R., Chairman 
Area II—To be appointed 
Area III and Area V—Barbara Locher, O.T.R. 
Area IV—Fanny B. Vanderkooi, O.T.R. 
Area VI—Elizabeth Collins, O.T.R. 
Area VII—To be appointed 
Ex-officio—Veronica Dobranske, O.T.R. 


REGISTRATION COMMITTEE 


Mary Frances Heermans, O.T.R., Chairman 
Active Members 
Ruth Brunyate, O.T.R. 
Claire Glasser, O.T.R. 
Tena Goldstein, O.T.R. 
Virginia Kilburn, O.T.R. 
Myra McDaniel, Lt. Col. AMSC (OT) 
Lucie Nagy, O.T.R. 
Nina Peissachowitz, O.T.R. 
Elizabeth Wagner, O.T.R. 
Consultant Members 
Marie L. Franciscus, O.T.R. 
Martha E. Matthews, O.T.R. 
Clare S. Spackman, O.T.R. 
Wilma West, O.T.R. 
Helen Willard, O.T.R. 
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4.O.T.A. Office Staff and Consultants 
Marjorie Fish, O.T.R. 
Hyman Brandt, Ph.D. 


SPECIAL STUDIES COMMITTEE 


Muriel E. Zimmerman, O.T.R., Chairman 
Members 
Helen L. Hopkins, O.T.R. 
Florence M. Stattel, O.T.R. 
Viola Svensson, O.T.R. 
Winifred J. Watson, Capt. AMSC (OT) 
Thelma Wellerson, O.T.R. 


Special Committees 


JOINT COMMITTEE ON NON-REGISTERED 
PERSONNEL 


Marion Crampton, O.T.R., Chairman 
Members 

Educational Representatives 
Veronica Dobranske, O.T.R. 
Elizabeth Messick, O.T.R. 
Bertha Piper, O.T.R. 

Delegate Representatives 
Marianne Catterton, O.T.R. 
Marion Crampton, O.T.R. 
Marion Wright, O.T.R. 


HISTORY OF OCCUPATIONAL THERAPY 


Lucie Nagy, O.T.R., Chairman 
Henrietta Price, O.T.R., Chairman 
Consultants 
Louis Haas, O.T.R. 
Mary Merritt, O.T.R. 
Virginia Scullin, O.T.R. 


MANUAL ON OCCUPATIONAL THERAPY 


Marguerite Abbott, O.T.R., Editor and Chairman 
Editorial Committee 

Henrietta McNary, O.T.R. 

Marie L. Franciscus, O.T.R. 

Clare S. Spackman, O.T.R. 

Beatrice D. Wade, O.T.R. 

Elizabeth S. Wagner, O.T.R. 

Wilma L. West, O.T.R. 

Writer's Committee 

Peripheral Nerves—A. Jean Ayres, O.T.R. 

Poliomyelitis—Charlotte D. Bone, O.T.R. 

General Medicine and Surgery—Margaret A, 
Earlenbaugh, O.T.R. and Claire S. 
OTR. 

Tuberculosis—Ruth Grummon, O.T.R. 

Geriatrics—A. Barbara Jewett, O.T.R. 

Visual Disturbances—Ellen S$. Roose, O.T.R. 

Psychiatry—Elizabeth H. Smedes, O.T.R. 

Amputees—Thelma L. Wellerson, O.T.R. 

Readers’ Committee 

Patricia Holser, O.T.R. 

Alice A. Ingram, O.T.R. 

Sister Jeanne Marie, O.T.R. 

Members of the Editorial Board 


Glasser, 


COMMITTEE ON RECOGNITIONS 


Gertrude Murray, Capt. AMSC (OT), Chairman 
Members 
Mary Britton, O.T.R. 
Caroline Thompson, O.T.R. 


AJOT X, 4, 1956, Part 1 


NATIONAL RESEARCH LABORATORY COMMITTEE 
Cordelia Myers, Capt. AMSC (OT), Chairman 


Members 
Ada Marie Bowers, O.T.R. 
Hope Duveneck, O.T.R. 
Ann Murany, O.T.R. 
Ivabelle Rhodes, O.T.R. 
Muriel Zimmerman, O.T.R. 


OT in Rehabilitation .. . 


(Continued from page 156) 


of specialists consulted. This occurred by virtue 
of the fact that it was programs which were 
selected; personnel were thus predetermined by 
the respective staff members of each program, 
not selected per se. It would be desirable to 
consult additional numbers of physicians in the 
many medical specialties which use occupational 
therapy and also to contact greater numbers of 
people in nursing, vocational counseling, speech 
therapy and psychology in order to balance the 
numbers of persons consulted in related fields. 

Appraisal of results. Evaluation of the results 
of the study recognizes that although relatively 
few completely new or drastic criticisms have 
been noted or changes proposed, several suspected 
or known facts have been brought more clearly 
into focus. The individual school directors and 
the combined group of educational leaders acting 
through the national organization’s council on 
education have, at different times and through 
various media, noted some of the needs herein 
expressed. Even though action has already been 
taken on some of the areas drawing comment, 
there is need to implement other suggested and 
discussed changes that have been brought out in 
this report. 

What is now needed, then, is a considered 
evaluation of the total critique and a selection of 
those elements which are most broadly applicable 
to the general needs of occupational therapy edu- 
cation, with equal attention and emphasis on both 
the academic and clinical portions of training. 
To summarize the broad major areas, they in- 
clude: strengthening the basic and applied sci- 
ences in areas particularly pertinent to occupa- 
tional therapy; reviewing and refining the scope 
and teaching of treatment and testing media, with 
special emphasis on daily living and vocationally- 
related activities; developing a better understand- 
ing and more dynamic inter-relationship between 
clinical and academic personnel in planning and 
implementing the curriculum; and implementing 
the best of current theory in clinical programs 
and selecting such for student affiliation. 

It is the responsibility of the academic and 
clinical faculty of the college by and for which 
this study was conducted to process the curricu- 
lum pattern in such a way as to accomplish these 
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and other desired results, and of the school direc- 
tors and clinical affiliation supervisors who com- 
prise the educators in occupational therapy to 
evaluate whatever implications may obtain for 
the profession in general. 
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Hemiplegia . . . 
(Continued from page 157) 


efficient driver and finds it impossible to smoke 
or converse at the same time. The explanation 
is that in the original situation the driving and 
cigarette lighting were. operating as habits and 
were slightly under the level of consciousness, 
hence their smooth and efficient performance as 
habits. In the second situation the driving was 
made conscious, hence the behavior was more 
volitional and less efficient and habit like. 

We have the same phenomenon in occupational 
therapy. For example: 


Case H. Patient walks unassisted in the occu- 
pational therapy department. When taken to the 
pavement outside the department, the patient is 
unable to walk. 
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Case I. Patient has a spastic left hand. He 
cannot use the hand because of the spasticity. 
Patient is making a bookcase in the occupational 
therapy department. His hand during this activ- 
ity is not nearly as spastic and is quite functional 
while he is working on his bookcase. 


Case J. Right-sided hemiplegic brushes teeth 
with great difficulty, lacks smoothness of move- 
ment in moving his hand from any position to his 
mouth. Patient strikes match and lights cigarette 
with great ease and smoothness of motion. 

The problem of propositionality is basically a 
problem of consciousness of movement. Patients 
move only to the point of efficiency dictated by 
consciousness. Having been taught a conscious 
process, the patient remains too conscious of the 
process, hence loses smoothness and efficiency 
typical of habits. We must, therefore, teach pa- 
tients consciously to the highest point of efficiency 
and then make the activities into habits which 
operate slightly under the level of consciousness. 
The most effective mechanism for this transition 
is functional activity. In case H above, the pa- 
tient after learning to walk should have varied 
activity requiring walking in a situation wherein 
walking is not a goal, but a means to an end. In 
case I above, interest in the goal of making a 
good bookcase superceded the consciousness of the 
hand, hence the hand became involved in smooth- 
er functional activity while its use was not a goal 
in itself but a small factor in attaining another 
goal. In Case J, the hands operated much more 
efficiently in a situation which was below the 
level of pure conscious volition. This patient fed 
himself much better when he ate socially and 
was able to listen to an animated conversation in- 
stead of being conscious of each movement re- 
quired of his hand in feeding himself. 

The reduction of propositionality is one of the 
primary functions of the occupational therapist. 
As rehabilitation centers become cognizant of the 
interference in progress caused by propositionality, 
the role of the occupational therapist will become 
increasingly significant to the overall rehabilita- 
tive process. Rehabilitated physical competencies, 
considered as ends by other therapies, become 
means toward ends in occupational therapy. As 
such, these physical competencies become func- 
tional activity of a higher level of proficiency than 
are activities which are too purely volitional and 
hence operate at too high a level of consciousness. 

These phenomena have obvious general and 
specific implications for the occupational therapist. 
Because each therapeutic environment is different, 
the author will not specify these implications, but 
recommends that the occupational therapist can 
fill a crucially important role in psychological re- 
habilitation if these patients are dealt with in 
terms of these phenomena. 
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DELEGATES DIVISION 


DISTRICT OF COLUMBIA 
Delegate-Reporter, Arvilla D. Merrill, O.T.R. 


The District of Columbia Occupational Therapy Asso- 
ciation has forty-seven active and four associate members 
at the present time. From September, 1955, through 
April, 1956, meetings have been held once a month, ex- 
cepting December. Starting with a picnic at Forest Glen, 
the meetings were planned around information available 
in several hospitals. These meetings included a combined 
occupational and physical therapy meeting at the Vet- 
erans’ Administration Hospital (Mt. Alto); a lecture on 
the blood tissue bank at the Naval Medical Center, 
Bethesda, Maryland; a dinner meeting at Walter Reed 
Army Hospital; panel discussion on the cerebral palsied 
child at the District of Columbia Crippled Children’s 
Society; modern trends in thoracic surgery at Freedmen’s 
Hospital and a business meeting at Children’s Hospital. 
The final program for the year will be at Saint Eliza- 
beths Hospital with a lecture on “The Maximum Secu- 
rity Patient as a Person.” 

The educational committee sponsored a series of ten 
lectures on art therapy given by Miss Margaret Naum- 
berg. Occupational therapists, psychologists, and other 
professional persons attended the lectures, which were 
held at Mt. Alto Veterans’ Administration Hospital. Miss 


Naumberg kindly contributed a gift to our scholar- 
ship fund. 
OFFICERS 
Ruth Rickers Klemmer, O.T.R. 
Vice-President.............----..-..- Lt. Elizabeth O’Brien, O.T.R. 
Capt. Elizabeth M. Nachod, O.T.R. 
Alternate-Delegate...................... Rena M. Graham, O.T.R. 
OHIO 
Delegate-Reporter, Marguerite McDonald, O.T.R. 
The Ohio Occupational Therapy Association has a 


total membership of 93, seven of whom are associate 
members. The association functions with four districts 
centered around the cities of Cleveland, Columbus, Day- 
ton and Cincinnati, all of which have local officers and 
conduct regular meetings. The chairmen of these re- 
gional groups along with the elected officers of the state 
association and state appointed committee chairmen, form 
the board of management of the O.0.T.A. The board 
meets twice a year, and one two-day conference on the 
state level is held each year. 

The most recent development in the association is the 
creation of disability groups with a state chairman. These 
committees were formed with the following possible ob- 
jectives: 

1. To gather and exchange information about the dis- 
ability area and to be ready to cooperate with any exist- 
ing national committees. 

2. To serve as a possible avenue to help with prob- 
lems on individual jobs. 

3. To consider questions for study or research. More 
than one department makes such efforts valuable 
carries more weight. 

4. To suggest programs for state conferences. 

5. To set up meetings for more intensive study at 
times other than annual state meetings. 

Other emphasis during the year has been upon recruit- 
ment and publicity with each district being represented 
at career days, radio and television appearances, and with 
posters and prepared literature for schools and guidance 
counselors. 
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At present the entire association membership is employ- 
ing its efforts to organize and pool resources and ideas 
for the American Occupational Therapy Association con- 
ference to be held in Cleveland in the fall of 1957, and 
each member is hoping to meet all of you at that time. 


OFFICERS 
Mildred Schwagmeyer, O.T.R. 
Wilma K. Morrow, O.T.R. 
Frances Parsons Britsch, O.T.R. 
Marguerite McDonald, O.T.R. 
Alternate Delegate and Historian....lrene Jamison, O.T.R. 


ROCHESTER 
Delegate-Reporter, Frances Helmig, O.T.R. 

It otten interests others to learn how recommendations 
are worked out. As New York is one of the first states 
to try to effect district formations, the Rochester Occu- 
pational Therapy Association is reporting on this aspect 
of its year’s program. 

After conferring with New York, the other affiliated 
state association, it was agreed that the other groups of 
occupational therapists should be included in planning for 
a state association. Therefore in January, 1956, a meet- 
ing was held in Utica bringing together for the first time 
all the groups; New York, Long Island, Utica, Syracuse, 
Western New York, Niagara Frontier and Rochester. 
Districts were discussed and a tentative constitution for- 
mulated to be voted on by the membership of each. If 
accepted, it will be submitted to the House of Delegates. 
The presidents of the two recognized associations have 
stated: “It is hoped that this approval can be arrived at 
smoothly and that a single New York state association 
will emerge ready and able to meet the needs of therapists 
throughout the state.” 

The annual meeting of the Rochester Occupational 
Therapy Association will be held on May 19th in Utica. 
It is hoped that the next report will advise you that 
Rochester is a district organization. 


OFFICERS 
Elsie L. Doran, O.T.R. 
Irene Schreck, O.T.R. 
Ruth A. Nightingale, O.T.R. 
TEXAS 


Delgate-Reporter, Lucile L. Lacy, O.T.R. 

An all-state meeting, our 20th annual state conference, 
brought TOTA members to Austin in April, 1955, for a 
two-day meeting. Programs for professional meetings 
were planned around the central theme “Rehabilitation Is 
Our Business.” A river boat trip on Lake Austin pro- 
vided much fun and a chance for the members to know 
each other better. 

Plans for organizing the state into districts were ini- 
tiated at the Austin meeting. Long distances in Texas 
between groups of therapists have made this a very wel- 
come plan. Three districts have been organized. E. D. 
Jordan is chairman of the North Texas district; Mari- 
etta Doescher is chairman of the South Central Texas 
district; and L. T. Blanchard is chairman of the South- 
east Texas district. 

Under the leadership of Patricia Hart, state chairman 
of the public information committee, members have con- 
tinued their efforts toward recruitment through the media 
of radio, television and career conferences. Plans are 
underway for developing new exhibits about occupational 
therapy. One $100.00 scholarship has been awarded to 
a student at Texas State College for Women in Denton, 
Texas. 
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A bi-monthly newsletter is being published to keep 
members informed about state happenings and plans. 

The 21st annual conference was held in Galveston on 
April 21st and 22nd, 1956, with the theme “An Honest 
Look at Occupational Therapy.” Enthusiastic reports 
from each of the recently formed districts at this meet- 
ing are good indicators for strengthening the state or- 
ganization as a whole. 


OFFICERS 
Irene Greer, O.T.R. 
Delegate Lucile L. Lacy, O.T.R. 


Alternate Delegate.............. Rena C. Worthington, O.T.R. 


WISCONSIN 


Delegate-Reporter, Marion Neumann Hartman, O.T.R. 


The Wisconsin OT Association has given special em- 
phasis in past months to the greater dissemination of 
national and local OT information to its members, and 
to an increase in interest and participation in local and 
national OT business. This has been effected through 
our quarterly Newsletter, through pertinent business dis- 
cussions at all meetings, and through Tri-State meeting 
programming and attendance. Meetings have been held 
in Milwaukee, Madison and Waupun. Increases in mem- 


bership and in committee participation have been sought. 


We have continued to publicize OT through coopera- 
tion with Kiwanis in its Milwaukee County high school 
career days and in continued support of the Milwaukee 
County community welfare council’s committee on recruit- 
ment; kits of information on medically allied fields have 
been sent out to high schools, and we provided OT liter- 
ature for and manned for one day a council booth at the 
Wisconsin state fair. Information has also been sent to 
individuals and clubs requesting it and individual mem- 
bers have talked on OT to groups throughout the state. 
Radio and TV programs have been conducted by Madison 
members in cooperation with the Dane County community 
welfare council. 

Improvement in our local business affairs has been 
brought about by the establishment of a central office 
with filing equipment and centralized records. Our con- 
stitution and by-laws have been amended to improve our 
committee and association functioning. 


OFFICERS 
Vice-President Norma Smith, O.T.R. 
Alternate Delegate..........................-- Marion Thill, O.T.R. 


Home Management .. . 
(Continued from page 146) 

of pertinent activities will give the handicapped 
woman the assurance which she needs to carry 
on with her household responsibilities. Participa- 
tion in group sessions will help her to become 
familiar with the problems which her particular 
disability presents and with methods to enable 
her to cope with them. She can learn much from 


patients with similar disabilities and can often 


contribute suggestions and ideas herself. Famil- 
iarity with household equipment and simple 
kit-hen adaptations will also follow. The devel- 
opment of sound household management and 
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good work habits can do much to prevent the 
increase of pain, deformity and fatigue, as well as 
to enable the housewife to carry on with the re- 
sponsibilities which are so important to her. Once 
she gains efficiency in her own home it becomes 
more possible for the handicapped housewife to 
take part in community living and once again 
to become a contributing citizen. 


Reviews 


A SHORT DICTIONARY OF WEAVING, M. E. 
Pritchard, Philosophical Library, New York, 1956, 
196 pp., $6.00. 

The collection and definition of 662 names and terms 
that are related to handweaving, hand-spinning, dyeing 
and textiles. The author has tried to explain the tech- 
nical words in untechnical terms so that the beginner as 
well as the experienced weaver can readily evaluate the 
different meanings and spelling of technical terms in 
weaving. 


THE CONCEPT OF DISABILITY, Eleanor Cockerill, 
H. M. Margolis, M.D., Journal of Chronic Diseases, 
Vol. 3, No. 2, Feb., 1956. 

Considerable emphasis is placed on understanding the 
patient and his disability in relation to his total situation. 
Some factors are to be found in the individual himself, 
others in his relationship to his social and cultural en- 
vironment, and finally some factors may arise from his 
society and culture itself. An individual’s problem then 
is to be found by careful examination of his physical 
condition, his feelings toward himself, his family, his 
job, his community, together with some evaluation of the 
feelings of people in these situations toward him, The 
collection, integration and finally the use of all this data 
requires a team of skilled professional workers who are 
willing to both share and contribute in realization of 
their own limitations and of others’ skills. 

The feelings of the family may be helpful to the 
patient, over-protective, or anxiety producing. Likewise 
the attitudes of society may be almost too protective, as 
in the case of returned war yeterans, or suspicious and 
rejecting, as in the case of the tuberculous, epileptic, 
stable schizophrenic, etc. If a patient is to be treated 
successfully it will be in relation to this total picture, 
which must be evaluated in each case to determine what 
should be done and, under the circumstances, what can 
be done. Communication, collaboration and frequent re- 
evaluation are indicated. The authors conlude with three 
case studies which show the good results which may be 
achieved by a thorough evaluation of the patient as a 
basis for a coordinated and realistic treatment plan. 

The reviewer is prompted to comment that the above 
philosophy and method, namely: thorough evaluation and 
the team approach to planning a coordinated treatment 
for the total individual is widely accepted. It is sug- 
gested, however, that the concept of disability is often 
broader than that suggested here, albeit a valid one. 
While many aspects of the total situation are quite cor- 
rectly evaluated and solved by the physician and social 
worker, it is felt that vocational problems, aspects of 
personal care and activities of daily living are representa- 
tive of areas requiring other skilled personnel. One can 
be in not less than complete accord with the principles 
herein expressed, and it is perhaps accidental that the case 
illustrations given illustrate only parts of what we _ be- 
lieve should be included in the concept of disability. 


—Carlotta Welles, O.T.R. 
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DICTIONARY OF 
Stoutenburgh, Jr., Philosophical Library, New York, 
1956, 259 pp. $6.00. 

A comprehensive dictionary of terms used in arts and 
crafts which clarifies terms used generally and freely in 


ARTS AND CRAFTS, John L. 


the field. 


BREAKING PATTERNS OF DEFEAT, Richard L. 
Jenkins, M.D., J. B. Lippincott Co., Philadelphia, 1954. 
This book does 


review and discuss treatment in a 
clinical situation. 


The technical vocabulary is held to 
a minimum to make it of value to clinical psychologists 
and social workers as stated in the foreword. 

The book has value as a clinical report of the experi- 
ences and therapy used by Dr. Jenkins. The greatest 
value to the occupational therapist might be in the first 
neuropsychiatric clinical practice period. Here the read- 
ing of such a book could contribute as a point of refer- 
ence to a psychiatric treatment program. 

—Barbara Locher, O.T.R. 


RECOVERY OF FUNCTIONAL ACTIVITY IN THE 
SHOULDER AND ARM FOLLOWING RADICAL 


MASTECTOMY, Norman C. Delarue, M.D., Current 
Medical Digest, Volume 23, Number 2, February, 1956. 


A serious complication of radical mastectomy is im- 
paired scapulo-humeral movement and arm function, the 
dysfunction being caused by scar restriction at the shoul- 
der and obstructive lymphedema in the arm. Edema de- 
pends on anatomical vagaries and pathological scarring 
which develops in response to infection or sero-sanguineous 
fluid accumulation. Restriction of shoulder motion is due 
to the scarring and stasis edema in the shoulder as a 
result of muscular inactivity. 

Edema may be controlled by (1) elevation of the arm 
to prevent gravitational fluid collection in distal parts of 
the extremity and (2) by elastic support when the ex- 
tremity is dependent during ambulation. The elastic 
bandage is applied from hand to axilla to prevent re- 
appearance of swelling before the limb resumes a de- 
pendent position. If the support is adequate, the patient 
may use the limb within limits of functional use depend- 
ing upon the swelling induced by the activity. 

Control of infection is the most significant factor in 
minimizing scar production. 
is always indicated. 

The problem of sero-sanguineous fluid collection is a 
constant threat to full recovery of arm function. Drain- 
age and pressure remain fundamental operative proce- 
dures in prevention of fluid accumulations. After 72 
hours most skin flaps will be adherent; however, the 
prescription of immediate active exercise of the shoulder 
to ensure rapid recovery of movement is dangerous. If 
the axillary flaps are tight and not firmly adherent, 
abduction of the arm separates the skin from the dome 
of the axilla, as the action of a bellows. A dead space 
results which fills with fluid and air that eventually leads 
to granulation and final scarring. In contradiction to 
previous custom, it is now considered wiser to defer active 
exercise regimen until approximately the Sth day post- 
operatively. At this time separation is unlikely to occur; 
the patient has not been subjected to painful early post- 
operative exercises; she has regained her confidence; and 
she is more emotionally responsive to the importance of 
early recovery of full range of motion. 

Muscular inactivity promotes adhesions in the joint and 
periarticular tissues causing stiffness and dysfunction. 
Scarring between the skin and underlying structures will 
contract and limit range of motion unless prevented by 
constant stretching. Therefore, once the axillary flaps 
are adherent, emphasis on a complete program of shoul- 
der joint exercises remains fundamental in ensuring re- 
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Routine antibiotic coverage 


covery of function. Most patients have satisfactory range 
of motion within three or four weeks. 

Active exercises are stressed following the control of 
edema and infection, and healing occurs without signifi- 
cant loss of skin. An exercise program is presented by 
the author, whereby graded motions of shoulder flexion, 
abduction and external rotation are emphasized. Internal 
rotation is recovered more easily. Self-care activities of 
hair combing and brushing, feeding activities, and others 
are incorporated in the program. 


—Virginia M. Barr, O.T.R. 


HOSPITALS, Special issue on 
March, 1956. 
This issue of Hospitals is of particular interest to oc- 
cupational therapy. 


rehabilitation facilities, 


The editorial by Mary E. Switzer gives important over- 
tones of current national thinking. The featured article 
is written by Leonard A. Scheele, M.D., Surgeon Gen- 
eral, Public Health Service. The article itself is written 
with care: accepting the handicaps of building as they 
are and presenting continuity to future plans; again, this 
article has importance not only for its content but for 
the official point of view presented from this office. Other 
important articles follow. They may not be as national 
in scope, but are important to occupational therapy for 
they give us a chance to see ourselves in action as others 
see us. 

It is interesting to note how the major elements of 
rehabilitation facilities are grouped. Professionally, it is 
important for us to keep abreast of publications such as 
this and to remember that professional insight cannot 
be gained by reading only those things we like and agree 
with. The beginning of professional maturity and the 
ability to constructively solve our problems is based on 
such conflicts. 

—Barbara Locher, O.T.R. 


PRODUCTIVE LIVING FOR THOSE WITH HEART 
DISEASE: THE ROLE OF PHYSICAL MEDICINE 
AND REHABILITATION, L. B. Newman, M.D., 
R. R. Wasserman, M.D., Craig Borden, M.D., Archives 
of Physical Medicine and Rehabilitation, Vol. 37, No. 
3, March, 1956. 

The authors of this article have made a careful study 
concerning the problems of rehabilitating the cardiac pa- 
tient to a normal and useful life and one of gainful 
employment. 

With the integration of all hospital and community 
services available, these doctors have set up a definite 
criteria for a treatment program for the cardiac patient. 
It is one which may be used as a guide for all physicians 
and therapists who are concerned in the treatment of the 
patient. Emphasis is placed on the fact that this program 
is to be used only as a guide. It is unrealistic to believe 
that the program verbatim can be applied to all cardiac 
patients, but rather that complications, such as hemiplegia, 
diabetes mellitus, hypertension and obesity must be con- 
sidered for necessary modifications. On the other hand 
the program for those with a less severe myocardial in- 
farction can progress more rapidly than the established 
program allows. 

The program must be carefully supervised by physicians 
and therapists at all times during treatment so that the 
effects of the prescribed activity can be evaluated and 
changes made as indicated by the development of any 
unusual signs or symptoms, 

The rehabilitation program covers a six weeks period 
and begins at the bedside with an orientation to the ill- 
ness. This may help the patient develop a more op- 
timistic outlook on life and alleviate fears and anxieties 
which usually develop in anyone who is seriously ill. 

The program then goes on to initiate mild exercise, 
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specifically to prevent the shoulder-arm-hand syndrome, 
which is a common complication in patients with coronary 
heart disease, occurring most frequently in the left shoul- 
der. Exercise is continued throughout the entire program 
with progression compatible with the patient’s condition. 
Eventually the patient begins standing, walking and 
climbing stairs. 

Simple self-care activities begin early in the treatment 
and continue throughout as feasible. Sitting in a chair 
by the bed starts with short controlled periods, which 
gradually increase until the patient can ambulate. 

Simple activities in occupational therapy can begin as 
early as the second week in this controlled program. 
Activities must be limited as to time and chosen accord- 
ing to the amount of physical exertion required. Occupa- 
tional therapy continues throughout the program, even- 
tually bringing the patient to the shops and utilizing both 
sitting and standing activities. 

Educational therapy begins with selected reading, writ- 
ing, typing, etcetera and eventually leads to vocational 
advisement and guidance. 

By the fifth week, the authors feel that the patient 
is ready to consider his future from the economic point 
of view and vocational exploration is begun. The pa- 
tient’s work capacity is evaluated and then various jobs 
are considered which are possible with his disability. It 
may be his former job (which might have to be modi- 
fied) or a new job if his former job is too strenuous. 

Before leaving the hospital the patient is informed as 
to any diet which might be necessary depending upon 
his condition. 

The authors have outlined a study from the United 
States Department of Labor, Labor Statistics Bureau. It 
gives a comparison of the production of the individual 
with a cardiac condition as against those without all of 
whom are performing similar jobs. 


—Elizabeth M. Nachod, Capt., AMSC (OT) 


OHIO’S HEALTH, Vol. VIII, No. 3, March, 1956. 


This issue has many articles of interest to occupational 
therapists and the cover is a very attractive diagram of 
the allied professions concerned with the team approach 
for rehabilitation. 

The first article, entitled “Rehabilitation: the Chal- 
lenge We Must Meet,” is by Dr. Ralph E. Dwork, di- 
rector of the Ohio Department of Health. He objects to 
divorcing rehabilitation into a separate entity, but rather 
advocates the plan should be “to make rehabilitation a 
part of every service. . . .” and all treatment should in- 
volve the cooperation of the patient. Personnel should 
work with a patient. 

Dr. M. Peszczynski, chief of the department of PM & 
R, Highland View Hospital, Cleveland, entitled his ar- 
ticle “Rehabilitation in a Chronic Disease Program.” He 
limits his discussion to patients with long-term neurologi- 
cal and/or orthopedic disabilities. He would like to see 
emphasis placed on personalized continuity of care so 
that hospitalization does not become a permanent dispo- 
sition. Training of professional workers must include 
long-term treatment procedures for patients with a chron- 
ic disease, Community facilities must be utilized for 
benefit to these patients so they may “ultimately con- 
tribute to, rather than drain, the resources of the com- 
munity aad of the nation.” 

In “A Team Approach in Rehabilitating the Cardiac 
Patient,”” members of the Cleveland Work Classification 


‘ Clinic discuss the purpose of their clinic and the value 


of the team approach as it is applied in tuberculosis, 
syphilis and diabetes. 

These are the main articles of interest to occupational 
therapists but many other articles impress one on the ex- 
cellent program foreseen for Ohio. 
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THE CASE AGAINST PAYMENTS FOR DISABIL- 
ITY, Office of the American Medical Assoc., Washing- 
ton, Vol. 160, No. 12, 24 March. 

The Social Security amendments, H.R. 7225, have been 
the source of much controversy, since hearings conducted 
by the Senate finance committee on January 25, 1956. 
The section of the bill proposing cash payments at age 
50 to those certified as “totally and permanently disabled” 
has led to criticism by the American Medical Association, 
by state medical societies, by physicians, by rehabilitation 
specialists, and by various insurance associations. It is 
generally agreed that making such cash payments under 
social security would inhibit rehabilitation and endanger 
the entire social security structure. 

In this statement are included quotations from various 
witnesses opposed to the disability section and extracts 
from the testimony of others who indicate some of the 
inherent weaknesses of the proposed plan. 

The case under study is divided into specific sections 
for discussion. Part I points out the need for an ob- 
jective and thorough investigation of the long range 
implications of the entire social security program, not 
only because of the cost of the new proposal but because 
it is a new type of benefit arising not from advanced 
years but from physical or mental ailment. Part II em- 
phasizes the medical reasons which alone would make 
the program difficult to manage: questions of determina- 
tion of disability as outlined in the plan, of interrelated- 
ness of physical, neurological and mental conditions. To 
be labelled as “totally and permanently disabled” in itself 
would tend to have an undesirable emotional effect on 
the individual patient. The subjective “will-to-get-well.” 
the desire to be rehabilitated, would be competing with 
the objective security of monthly payments if disability 
be proven. In a society of gradually increasing numbers 
of older persons, to encourage retirement as early as age 
50 would be a costly and unwise move. 

Part III discusses the impossibility of calculating the 
costs of this program, or of estimating the loss to the 
labor market of handicapped persons now productively 
employed who might withdraw in favor of the security 
of the pension roll. Furthermore, elimination of any age 
restriction might logically be anticipated once such a pro- 
gram be adopted. Part IV elaborates on this probable 
“pressure for expansion.” Not only might the age limit 
for disability payments be dropped, but it is suggested 
that next a program of payments for temporary disability 
would be sought, as well as survivors’ benefits. It is 
speculated that the federal-state rehabilitation services 
might eventually be broadened into a federal medical 
care program leading to the establishment of even possi- 
ble government medicine under political control. 

The problem of the permanently and totally disabled 
is not denied. But it is felt that there are federal, state, 
municipal or private services already available to take 
care of the disabled, without endangering the social 
security structure. Rather than pensions for the disabled, 
it is urged in Part V that the emphasis be toward a posi- 
tive rehabilitation program of medical and vocational 
assistance that would offer these persons a further chance 
for productive and meaningful lives. 


—Dorothy Street, Lt. WMSC (OT) 


REHABILITATION OF THE ELDERLY PATIENT 
WITH PINNED FRACTURE OF THE HIP, Mie- 
ezyslaw Peszezynski, M.D., Journal of Chronic Dis- 
eases, Vol. 2, No. 3, March, 1956. 

The discussion of preambulation training and_ the 
three-point crutch walk are clearly stated and an excel- 
lent guide for therapists dealing with elderly people who 
need such training. Because of instability in older peo- 
ple, Dr. Peszczynski’s adaptation to their particular needs 
is of great value. 
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SENSORY LOSS WITH POLIOMYELITIS, Fred Plum, 

M.D., Neurology, Vol. 6, No. 3, March, 1956. 

In previous literature there have been cases of polio- 
myelitis reported having sensory loss as well as muscle 
paralysis. These have been rare and the evidences for 
positive diagnosis were not complete. 

This presentation describes two patients who suffered 
severe sensory loss in lumbosacral dermatones. In each 
case the course of the clinical illness was otherwise typical 
of acute poliomyelitis with extensive paralysis including 
respiration and swallowing. The first patient showed a 
rising antibody titer to the virus in her serum, and the 
polio virus was isolated from the stools. 

The sensory defects involved all modalities, although 
vibration and position sensation were affected most. Loss 
of motor power was nearly complete in these segments 
where sensation was impaired. 

The clinical changes observed could have been caused 
by either a diffuse myelopathy of the lumbosacral cord 
or extensive damage to dorsal root ganglion cells com- 
bined with necrosis of anterior horn cells in the same 
neural segments. Neuronolysis of the dorsal root gang- 
lion is regarded as the more likely cause of the sen- 
sory loss. —Rose M. Elliott, O.T.R. 


TREATMENT OF THE SPASTIC HEMIPLEGIC, 
George Deaver, M.D. American Journal of Physical 
Medicine, Volume 35, Number 1, February, 1956. 

The type of cerebral palsy most frequently seen is the 
spastic hemiplegic. Disabilities resulting from the cere- 
bral accident are limitation of motion at the joints and 
spasticity of the muscles on the affected side. The signs 
usually found are the stretch reflex, hyperactive reflex, 
positive Babinski and ankle clonus. 

The affected limb is usually held in the flexed position 
with fingers flexed over the thumb. As the child tries to 
flex the forearm, the shoulder is elevated and the arm 
is abducted and internally rotated. The affected leg has 
spasticity of the adductors, flexors of the hip and knee, 
and dorsal flexors of the foot. If the knee is flexed and 
the thigh flexed against resistance, the foot will dorsiflex 
and usually supinate (Strumpell’s phenomenon). 

The purpose of treatment is: (1) prevent deformities, 
(2) correct deformities if they occur, (3) train affected 
extremities to maximum functional capacity, (4) teach 
the child performance of self-care activities and ambula- 
tion in, (5) a normal manner. 

1. To prevent deformities maintenance of normal 
range of motion is necessary at the shoulder, elbow, wrist 
and fingers of the affected upper extremity and the hip, 
knee and ankle of the lower extremity. The exercise 
program must include passive stretching of the joints 
with external rotation at the shoulder, extension and 
supination at the elbow, extension of the wrist, stretching 
hamstrings at the knee joint to prevent flexion contrac- 
tures, and dorsiflexion of the ankle to prevent a short 
“heel cord.” The therapist should instruct the parents on 
exercise techniques. A cock-up splint for the wrist and a 
night brace for the ankle may be necessarily prescribed. 

2. Intensive stretching and proper bracing will often 
correct deformities; ‘if not, a plaster wedging cast or 
tenotomy may be considered. 

3. Primitive movements of the hip and knee joints 
are retained for training ‘of the lower extremities for 
near-normal walking and carrying the body weight, how- 
ever, ankle movements, only found in man and _ higher 
mammals, are severely affected. If the patient is in the 
standing position and the knee and thigh are flexed for 
walking, the foot will dorsiflex and usually supinate. 
The child or adult, when asked to walk will not bend 
the knee because the foot supinates. A stiff-legged gait 
will develop which is difficult to correct. A double bar, 
short leg brace should be prescribed to prevent plantar 
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flexion and supination of the foot. With this brace the 
patient’s fear of falling is overcome, and a more normal 
walking pattern may be taught. Strumpell’s phenomenon 
may be utilized if the patient learns to flex the knee of 
the affected extremity before raising the foot from the 
ground, This will dorsiflex the foot. 

The return of function to the upper extremity requires 
longer intensive training. A training program should be 
instituted in the child, who will have a normal life ex- 
pectancy; however, to train the affected arm of an adult 
hemiplegic is useless. For the spastic arm the exercise 
should begin at the shoulder and follow a definite pattern. 
Four objectives should be kept in mind: (1) at the shoul- 
der joint obtain active flexion, extension, abduction, ad- 
duction, internal and external rotation. (2) At the elbow 
obtain flexion and extension without abduction at the 
shoulder. (3) After flexion and extension of the elbow 
are performed without abduction at the shoulder, obtain 
supination of the hand. (4) Finally, obtain extension of 
the fingers and thumb without flexion of the wrist. This 
is the most difficult movement to achieve and may never 
be possible. 

4, The chief objective of the physically handicapped 
is teaching self-care activities. Parents should be in- 
structed to have their child perform all the self-care pos- 
sible after considering the child’s physical and mental 
ages and the degree of disability. 

5. Teaching the child self-care of daily needs and 
near-normal walking are the most important parts of the 
program. Children are not interested in their appearance, 
but adolescents may develop personality problems when 
they realize their difference from others because of ab- 
normal walking appearance. It is relatively easy to train 
a child to walk correctly, but difficult to break incorrect 
patterns when once established. 

—Virginia M. Barr, O.T.R. 


SPECIAL EDUCATION FOR THE EXCEPTIONAL, 
3 volumes; edited by Frampton, Merle E., and Gall, 
Elena D., Porter Sargent, Boston, $5.50 each. 

Vol. I. Introduction and Problems, 480 pp.: Special 
education is defined, its history is traced, and a compre- 
hensive survey and discussion of .the many problems in- 
volved in this special field are offered. Training prob- 
lems of special class teachers are de~'t with in some de- 
tail. Discussion of how one university meets this prob- 
lem is included. This volume carries bibliographies for 
general use and reading material relating to this field. 
In addition, it has lists of directories, manuals, magazines 
and periodicals, lists of official and voluntary agencies, 
colleges and universities offering courses in special educa- 
tion, physical therapy and occupational therapy. 

Vol. Il. The Physically Handicapped and Special 
Health Problems, 704 pp.: Each area of special education 
for the many types of handicaps are dealt with separately. 
Included are lists of agencies, periodicals, and comprehen- 
sive bibliographies. 

Vol. III. Mental and Emotional Deviates and Special 
Problems, 500 pp.: This volume presents comprehensively 
individual sections on the gifted, the neurologically im- 
paired, the epileptic, the emotionally disturbed, the men- 
tally handicapped, and special education services in re- 
lated areas. Each section carries its own bibliography 
and complete list of reference materials. 

Here in three volumes the reader has fairly complete 
and up-to-date reference material covering every type of 
disability with which special education is involved. Vol- 
ume III should be of special interest to the occupational 
therapist since so many disability areas are included and 
dealt with in such detail. “Each subject in every section 
throughout has been discussed by a recognized and well 
known person in his field. 

—Eleanor C. Kille, O.T.R. 
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CLASSIFIED 
ADVERTISING 


Classified advertising accepted for POSITIONS WANTED 
and POSITIONS AVAILABLE only. Minimum rate $3.00 
for 3 lines; each additional word ten cents. (Average 56 
spaces per line). Copy deadline first of each month pre- 


vious to publication. 


POSITIONS AVAILABLE 


O.T.R. for staff position in 70 bed private psychiatric 
hospital with active treatment service and educational pro- 
gram for resident physicians, student nurse affiliates, etc. 
New 100 bed hospital in planning stage. Insurance, holi- 
days, sick leave, vacations and other personnel benefits 
offered. Contact Personnel Department, Norways Foun- 
dation Hospital, 1800 E. Tenth St., Indianapolis 1, In- 
diana. 


Occupational therapist wanted for staff position in a 
day clinic, treating pre-school children suffering from 
cerebral palsy and related neurological conditions. Salary 


-commensurate with experience. Liberal vacation, holiday 


and sick leave plan. Write: Mrs. Margaret G, Hogan, 
Director, Cerebral Palsy Training Center, Binghamton 
City Hospital, 25 Park Avenue, Binghamton, New York. 


Staff occupational therapist, to supervise industrial 
therapy section, wanted immediately at Utah State Hos- 
pital, Provo, Utah. Working conditions are good and 
time-off provisions are liberal. Salary $4200 per year. 
Applicants must be registered or eligible for registration. 
Please direct inquiry to Director, Rehabilitation Therapy, 
Box 270, Provo, Utah. 


Opportunity for occupational therapist in progressive 
1700-bed psychiatric hospital near Boston. Civil service. 
Paid vacation, holiday and sick leave. Excellent group 
insurance and retirement benefits. Salary $3000-$3720. 
Contact Head Occupational Therapist, Metropolitan State 
Hospital, Waltham, Mass. 


Wanted: occupational therapist as an addition to staff 
in a 540 bed general hospital. Starting salary $250 to 
$300 per month. Pleasant working conditions. Two 
weeks paid vacation per year, 28 days sick leave and 
uniforms laundered. Opportunities for social activities 
for a single girl in a growing university city. Write: 
Naida Perkins, O.T.R., Greenville General Hospital, 
Greenville, South Carolina. 


Occupational therapist for well equipped outpatient 
center established 1950, offering nursery school, speech, 
occupational and physical therapy to cerebral palsied chil- 
dren. Beginning salary $3600, more if experienced. 
Regular increments. Five day week, four week summer 
vacation, nine day Christmas holiday, sick leave, and 
social security. Write Miss Virginia Pettit, Director, 
United Cerebral Palsy of Cincinnati, Inc., 3601 Victory 
Parkway, Cincinnati 29, Ohio. 


Two staff positions for registered occupational ther- 
apists available August 1 due to expanding programs in 
the geriatrics division and in the tuberculosis service. 
Paid vacation and sick leave; 13 holidays a year; 40 hour 
week; starting salary $3492.00 with annual increases to 
$4200; excellent retirement plan. Write Director of 
Personnel, Baltimore City Hospital, 4940 Eastern Avenue, 
Baltimore 24, Maryland. 
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Occupational therapist, registered, for functional activi- 
ties in an expanding physical medicine and rehabilitation 
program. Salary open. Pleasant surroundings and work- 
ing conditions. Apply Superintendent, St. Barnabas Hos- 
pital, New York 57, New York. 


Registered occupational therapist wanted for an ortho- 
pedic hospital and rehabilitation center for children with- 
in commuting distance of New York City. Salary open. 
Liberal personnel practices. Apply: Jacob Reingold, Ex- 
ecutive Director, Blythedale, Valhalla, N. Y. Tel.— 
LYric 2-7555. 


Immediate opening for director of occupational therapy 
department. Salary open. Pleasant surroundings and 
working conditions. OT dept. now operating in the New 
Norfolk State Hospital Administration Building, with spa- 
cious quarters, new and modern equipment. Contact Dr. 
C. G. Ingham, Supt., Norfolk State Hospital, Norfolk, 
Nebraska. 


Staff position open for registered occupational therapist 
Salary open. Pleasant surroundings and working condi- 
tions. Contact Dr. C. G. Ingham, Superintendent, Norfolk 
State Hospital, Norfolk, Nebr. 


A registered occupational therapist is wanted for im- 
mediate placement at a rehabilitation center, in addition 
to the present staff. This is a five-day, forty-hour week 
out patient center. Write direct to Miss Esther W. Klein, 
Tirector, Portsmouth Rehabilitation Center, Portsmouth, 
New Hampshire. 


Occupational therapists—junior and senior grade. Sal- 
ary range: $335.00 to $485 per month minus $25.00 for 
full maintenance. Salary dependent upon experience and 
training. Duties: occupational therapist in state menial 
hospital with a reorganized, expanding program.  Sec- 
tional supervision of OT units in admission service, in- 
tensive treatment service, and tuberculosis service. Senior 
therapists may supervise junior therapists, student nurses, 
and OT aides. Write Personnel Office, Logansport State 
Hospital, Logansport, Ind. 


Registered occupational therapist as assistant to direc- 
tor of rapidly expanding department. Six shops in 1800 
bed state psychiatric hospital; ward O.T. programs being 
developed. Exceptionally well equipped department with 
staff of one O.T.R. and eight O.T. aides. 314 hours to 
Boston via Maine Turnpike. Good personnel benefits; 
salary open. Write to Audry Hill, O.T.R., Box 724, 
Augusta, Maine. 


Registered occupational therapist for physical disability 
program in progressive hospital. Present staff of ten 
O.T.R.’s in respiratory polio, multiple sclerosis, physical 
disability and rehabilitation service, home care, and upper 
extremity research project. Clinical training center lo- 
cated between Los Angeles and beach area. O.T.R.’s 
under orthopedist supervision. Los Angeles County civil 
service requirements: graduation from an accredited school 
of occupational therapy and citizenship. Contact: Mrs. 
Miriam Doyle, O.T.R., c/o Occupational Therapy De- 
partment, Rancho Los Amigos Hospital, Hondo, Cali- 
fornia. 


Good opening for an occupational therapist who is 
capable of organizing the occupational therapy services in 
a new admission and intensive treatment unit. Dynamic 
rehabilitation program requires candidate with good po- 
tential for teaching and supervising other occupational 
therapists, students and affiliates. Available to graduates 
of approved schools with two years experience. Salary 
$4740.00. Apply to William F. Green, M.D., Fairfield 
State Hospital, Newtown, Connecticut. 
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OT director wanted in rehabilitation center serving 43 
crippled children. Clinical training affiliations. Salary 
open. Write Miss Helen Crathern, Dir. of Personnel, 
Crotched Mountain Foundation, Greenfield, N. H. 


Qualified person to plan, establish and direct new work 
evaluation center in Toledo, Ohio. No funds to raise— 
salary open—list professional training, experience, refer- 
ences, approximate date available. Write L. O. Kirk, 
Exec. Sec., Goodwill Industries, 601 Cherry St., Toledo, 
4, Ohio. 


Staff positions open for registered occupational ther- 
apists for a continually expanding program at Colorado 
State Hospital, Pueblo, Colorado. Progressive teaching 
institution; clinical training program; paid vacation; sick 
leave; retirement program. Maintenance and laundry 
available. Pleasant surroundings and working conditions. 
Write Thomas L. Bartley, Personnel Director, Colorado 
State Hospital, Pueblo, Colorado. 


Occupational therapists for State of Connecticut at 
Commission on the Care of the Chronically Ill, Aged and 
Infirm, needed for expanding programs in rehabilitation 
centers. Unusual advantages to a staff interested in the 
rewarding field of physical medicine and rehabilitation at 
the State Veterans Hospital near Hartford and Woodruff 
Center, New Haven. Administration oriented to a team 
approach toward rehabilitation. Wide range of craft 
supplies, activities and equipment. Starting salaries: occu- 
pational therapist, $3660; senior occupational therapist, 
$4020; three weeks’ vacation, liberal holidays and_ sick 
leave: Full maintenance at $316 a year. Opportunities 
in state mental hospitals also. Write Glendon A. Scoboria, 
State Personnel Director, State Office Building, Hartford, 
Connecticut, or to the Commission direct. 


Two O.T.R. positions open September, 1956, (male 
or female) in expanding 900 bed home for chronically 
ill and aged. Salary starts at $3583.00 with yearly in- 
crements to $4108. 3714 hour week; 20 days sick leave; 
10 days vacation; 13 holidays; pension plan. Write— 
Mr. Raymond J. Groller, Superintendent, Riverview, De- 
partment of Public Welfare, 7979 State Road, Philadel- 
phia 36, Pennsylvania. 


Occupational therapist for day care center. First of its 
kind in a mental hospital pilot program with potential 
research opportunities. Paid holidays, vacations, sick 
allowances, and retirement provisions. Forty hour week. 
Maintenance available. Salary $3840 to $4790. Apply 
O. A. Kilpatrick, M.D., Director, Hudson River State 
Hospital, Poughkeepsie, New York. 


Occupational therapist—recent graduate to work under 
experienced therapist in children’s treatment center. Gen- 
eralized program. Current salary scale. Home for Crip- 
pled Children, 1426 Denniston Avenue, Pittsburgh 17, 
Pennsylvania. 


Occupational therapists are needed in recently redeco- 
rated department at Columbus State Hospital. Due to 
location within the city of Columbus, there are opportuni- 
ties for further education at Ohio State University. Posi- 
tions are available for staff and director. Contact Marlin 
R. Wedemeyer, M.D., Superintendent, 1960 West Broad 
Street, Columbus 15, Ohio. 


Wanted immediately—male staff occupational therapist 
for established pre-industrial therapy clinic well integrated 
in overall treatment program. Salary $4092-4740. Gen- 
erous benefits thru Calif. State Civil Service; 15 days 
paid vacation, 12 sick leave days, 9-13 holidays yearly; 
employee-paid insurance plans; retirement system. Stock- 
ton State Hospital, located in metropolitan area in San 
Joaquin Valley. Contact Jack B. Johnston, Personnel 
Officer, 510 E. Magnolia, Stockton 3, Calif. 
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Two registered occupational therapists for staff posi- 
tions—cerebral palsy department. Salary $3,840-$4,790 
—20 working day vacation—retirement—hospitalization— 
sick benefits. Write Lavinia M. Davidson, Director, Cere- 
bral Palsy Department, New York State Rehabilitation 
Hospital, West Haverstraw, N. Y. 


Iowa Methodist Hospital has opening for registered 
occupational therapist. Work divided between psychiatric 
clinic and medical and surgical floors. Good starting 
salary. Liberal vacation and sick leave benefits. Apply 
Personnel Director, Iowa Methodist Hospital, Des 
Moines, Iowa. 


Registered occupational therapist for expanding rehabil- 
itation department in chronic disease hospital. Forty hour 
week, paid sick leave, holidays and vacations. Salary 
open. Write or contact Personnel Director, Holy Ghost 
Hospital, 1575 Cambridge Street, Cambridge 38, Massa- 
chusetts. 


In the New York State Tuberculosis Hospitals occupa- 
tional therapy is a dynamic part of the patient’s rehabili- 
tation program. ‘Therapists are wanted who are interested 
in maintaining this concept. Positions available at senior 
and staff level. Beginning salaries $4650 and $4030 
respectively. For further details contact: Supervisor of 
Occupational Therapy, New York State Department of 
Health, Division of Tuberculosis Control, 28 Howard 
Street, Albany 7, New York. 

Registered occupational therapist needed for cerebral 
palsy therapeutic day nursery. Individual OT, group 
work, planning with whole team. Nursery is a demon- 
stration center with outstanding facilities. Four weeks’ 
vacation, many benefits. For information write Personnel, 
Michael Reese Hospital, 29th Street and South Ellis Ave., 
Chicago, Illinois. 

Wanted: O.T.R. for cerebral palsy foundation. Mini- 
mum salary $4200.00, 5 day week, 1 month vacation, 
paid holidays, lunch, uniform laundry, employee benefits, 
air conditioned, pleasant working conditions, established, 
well equipped department. Contact Mrs. Margaret L. 
Snyder, Cerebral Palsy Foundation, 1350 Broadway, 
Beaumont, Texas. 


Occupational therapist—staff position available. Active 
general hospital program with rehabilitation unit and 
home for aged. Forty-hour week, good working condi- 
tions. Recent graduates considered. Write Mrs. Marion 
Vlasak, O.T.R., Swedish Covenant Hospital, 5145 N. 
California Ave., Chicago 25, Illinois. 


Wanted: three occupational therapists by an acute psy- 
ciatric treatment center. One must have had some ex- 
perience, two may be recent graduates. This is a con- 
genial situation with an opportunity to live in a pleasant 
city. Address correspondénce to Dr. C. O. Ranger, 3009 
Burnet Avenue, Cincinnati 19, Ohio. 


Registered therapist for large cerebral palsy outpatient 
center with total program. 5-day, 35-hour week. Uni- 
forms and laundry provided. Salary $3480-4920. Vaca- 
tions, sick leave, holidays. Write Clinic Director, United 
Cerebral Palsy Assn., 380 Washington Avenue, Roose- 
velt, N. Y. 

Occupational therapist, full-time, excellent salary. Op- 
portunity to organize an occupational therapy department 
in a new and rapidly growing rehabilitation center. Case 
load consists of muscular dystrophy, cerebral palsy, polio, 
and other similar conditions. Contact Miss Marilyn Gib- 
bin, Director, Community Rehabilitation Clinic, 614 Dart- 
mouth Ave., SW, Canton, Ohio. 

Wanted: Occupational therapist for functional and 
diversional program in 72 bed children’s hospital. Apply 
to Primary Children’s Hospital, 320 13th Avenue, Salt 
Lake City 3, Utah. 
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Challenging and interesting opportunity to organize 
and direct OT dept. in modern, 287 bed hospital based 
on the philosophy of a halfway house and operated by the 
Connecticut Department of Mental Health. Hospital is 
beautifully situated in the “hanging hills” of Connecticut 
in a New England town midway between Hartford and 
New Haven, with excellent transportation to Boston and 
New York. OT-minded staff and administration. Salary 
open and interesting. Positions available for sr. OT and 
staff therapist. Excellent living quarters with complete 
maintenance at cost of only $316 per year. 40 hour 
week; 3 weeks’ paid vacation and 11 holidays; liberal 
retirement plan, sick time, health and insurance plans. 
Write to Dr. P. M. de la Vergne, Supt. & Medical Direc- 
tor, Undercliff Hospital, Meriden, Conn. 


Immediate openings for O.T.R.’s in a rapidly expand- | 


ing physical medicine and rehabilitation service. Sheltered 
workshop, ADL and kinetic treatment program for adults, 
children’s cerebral palsy unit. Team methods and con- 
ferences, integrated program. Affiliated with the New 
York Medical College. Salary $3750, with eligibility for 
New York City civil service status. 25 days paid vaca- 
tion, 12 days sick leave and 14 days legal and religious 
holidays annually. Contact: Valerie K. Jensen, O.T.R., 


Physical Medicine and Rehabilitation Department, Bird 


S. Coler Hospital, Welfare Island) New York 17, 
New York. 


Wanted immediately: O.T.R. to organize and head de- 


~partment of occupational therapy in active physical medi- 


cine and rehabilitation unit of 600 bed general hospital. 
Adult patients—salary open—4 weeks vacation after first 
year. Write Dr. William H. Georgi, Buffalo General 
Hospital, 100 High Street, Buffalo, New York. 


Wanted immediately: staff therapist for private psychi- | 


atric hospital. Bed capacity, 300 patients. Student affilia- 
tion program. Excellent working conditions. Salary 
open. Maintenance optional. Write: Miss Ruth L. 
Smiley, O.T.R., The New York Hospital, Westchester 
Division, 121 Westchester Avenue, White Plains, N. Y. 


Rock Island, Illinois:: occupational therapist for ex- 
panding OT program in Easter Seal Center. Excellent 
salary. Contact Dr. Donald Davis, Exec. Director, Easter 
Seal Center, 3808 Eighth Ave., Rock Island, Illinois. 


experience for newly established program. Excellent sal- 
ary. Contact Elizabeth Jameson, O.T.R., Program Con- 
sultant, Ill. Assoc. for Crippled Children, 2325 So. 11th 
Ave., Broadview, III. 


Occupational “Therapists 
required for 
Psychiatric Services Branch 


Sask. Dept. of Public Health 
(No.—c/c3318) 


SALARY RANGES: Supervisory positions: $300- 
$364 per month. Non-super- 
visory positions: $264-$324 
per month 

DUTIES: Appointees will assist with the thera- 

peutic programs in mental hospitals and psychia- 

tric units of general hospitals 


BENEFITS: Three weeks holiday and three weeks 
sick leave annually with pay, generous pension 
plan. 


HOW TO APPLY: For detailed information and 
application forms write to Personnel Officer, Dept. 
of Public Health, Provincial Health Bldg. or Pub- 
lic Service Commission, Legislative Bldg., Regina, 
Sask., Canada. 


NEW CATALOGUE 


OUR 1956-57 VOCATIONAL PROD- 
UCTS CATALOGUE, 50 COLORFUL 
PAGES DESCRIBING OVER 300 PROD- 
UCTS, HAS JUST BEEN PUBLISHED 
AND MAILED OUT. IF YOU DID NOT 
RECEIVE A COPY AND WOULD LIKE 
ONE, KINDLY SEND IN YOUR RE- 
QUEST IN A LETTER OR CARD TO US 
TODAY. IT WILL BE SENT TO YOU 
BY RETURN MAIL SO THAT YOU 
CAN GET IT IN TIME FOR YOUR 
HOLIDAY NEEDS. 


If you expect to attend the National Convention 
in Minneapolis, plan to stop at our booth, ‘No. 15. 
See our sample line and display, say hello to our 
representative, sign our guest list. There will be 
a daily drawing for a valuable gift, plus a grand 
prize for the week! 


S&S LEATHER COMPANY, INC. 


Colchester 4, Conn. 


Now... for the first time 


© A new model HERALD LOOM specifically ohund to 


| OCCUPATIONAL THERAPY. A wide range of accessories 


offering time-saving quick changes for you. 


: ae | @ Convenient appliances for increasing shoulder flexion, 
Kankakee, Ill.: wanted occupational therapist with some | 


scapular adduction, increased resistance to plantar flex- 


| ion and increased resistance to dorsi flexion. Of course, 
| this special Herald Loom offers feather-touch ease if 
| required. 


No more makeshift adaptations. 

Take care of your problems with 

this new Occupational Therapy 

— Herald Loom. Write for de- 
s. 


herald 


SWEDISH WEAVING 
HUCK TOWEL DESIGNS 


Easy to weave borders for towels, place mats, 
aprons, etc. for gifts or sell for profit. Inexpen- 
sive and excellent for the convalescent limited 
in activities. 


Write for “FREE SAMPLES” of toweling and 
other information to— 


MILDRED V. KRIEG 


P. O. Box 82 Riverside, Ilinois 


2080 EDGEWOOD ROAD 
Redwood City, California 
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20/1 and 20/2 Linen. 19 
Beautiful Fast Colors on 4 
oz. tubes. 


3/2 and 10/2 Fast Colors, 
Mercerized Perle Cotton. 


2/20 Weaving Worsted. 
36 beautiful colors on 2-oz. 
tubes. For Warp and Weft. 


SILK—WOOL—RAYON—LINEN—COTTON—NOVELTY YARNS 


8/4 Boil-Fast Carpet Warp 
—22 colors on % Ib. tubes. 


Approved by Veterans Ad- 
ministration U.S. Govt. Occu- 
pational Therapy Program. 


We have a complete as- 
sortment of yarns for 
home and commercial 
weaving. 


(Write for free samples) 


CONTESSA YARNS Dept. C.W.. Ridgefield, Connecticut 


For Treatment 
of 
SPASTIC CASES e CEREBRAL 
PALSY e@ STROKE e POLIO 
HAND INJURIES 


GENERAL ELECTRIC COMPANY’S 
SILICONE 


BOUNCING PUTTY 


Does Not Harden @ Lasts Indefinitely 
Can Be Autoclaved 


OCCUPATIONAL THERAPY 


As A “Trial Order’’—Send $2.00 For One 
$2.85 Jar 


S. R. GITTENS, Sole Distributor 
1620 Callowhill St., Philadelphia 30, Pa. 


A BUYER'S GUIDE 
‘CRAFTERS For the Occupational Therapist 
4 Send for Our Free 
1 Carefully Indexed 
— 96 Page Catalogue 
Listing supplies & reference ma- 
i e terial in most all lines of arts & 
CRAFT SUPPLIES crafts 


Wood Whittling G Carving - Raffia - Ceramics - 
Leather - Metal - Jewelry - Shellicraft - Flexcraft - 
Plastic-Glaze - Textile-Painting - Artists Supplies - 
Finger-Painting - Block Printing - Knitting - Flytying - 
Glass Etching - Copper Enameling - And Many Others. 


CRAFTERS of PINE DUNES 
DEPT A OOSTBURG, WIS. 


SHELLCRAFT—offers an unmatched variety of 


projects for occupational therapy or hobby 
craft. 


Inexpensive—Easily Learned—lInteresting 
Finished work readily saleable— 
A Powerful Incentive 


Free Catalog—Seashells, Rhinestones, Pearls, 
Plastic, Chain, etc. for costume jewelry 
and novelties. 


FLORIDA SUPPLY HOUSE 


P.O. Box 847 (2 Miles South of 
Bradenton, Fla. Bradenton on US 41) 


OUR 22nd YEAR 


Get This 
Valuable Tool! 
* 
“ALL-CRAFTS” 
CATALOG 


AX BROS 


60 Big pages, packed with thou- Leathercraft 
sands of items in a great variety Enameling 
of crafts. Prices are reasonable. Woodenware 
Service always prompt and com- Metaicrafts 
plete from our large stocks. Since Basketry 
1910. Write for your free copy Ceramics 
today. Many Others 
SAX BROTHERS, INC. 


1111 N. 3rd St., Dept. OT 8, Milwaukee 3, Wis. 


° CRAFT BOOK - WOODEN BOXES 
BLOCK PRINTING 
RAFT + WOODEN PLATES 


CATALOGUE 
ON. REQUEST 


TEXTILE COLORS 
GLASS ETCHING 
G + LEATHERCRAFT 


GAGER’S 
HANDICRAFT 


1024 NICOLLET AVE. 
MINNEAPOLIS, MINNESOTA 


FEderal 5-6757 


| 
| 
| 
DLORS + LINKBELTS - METAL ENAMELING 
BIISTS CRAFTSTRIP METAL CRAFT 
FREE + ARTISTS SUPPLIES 
AFT + CHIP CARVING 


LOW COST 
FOR OT WORKSHOPS 


Occupational Therapists have found enameling to be the perfect | 
medium of expression, it is functional as well as creative. | 
This Kiln will fire any piece up to 434” in diameter and 11” | 

We furnish a fundamental text and will answer your | 
Kiln reaches enameling temperature quick- 
ly, is sturdy and affords low-cost, trouble free operation. 
parts easily replaceable at a nominal cost. 


technical problems. 


ENAMELING 
KILN 


= 


FREE 
TEXT ON 
ENAMELING 


by Thomas E. Thompson. 


— tools — equipment — types 


NEW 
NEW 


THOMAS C. THOMPSON CO. 
1539 Deerfield Rd., Dept. Ka 
Highland Park, Illinois 


little more than copper. 


All 


Send for | 
your copy of this 40 page illustrated 
text on metal enameling. Techniques | 


of 


enameling — firing — finishes, etc. 


Silver plated metal—no pre-cleaning— | 
no formation of oxide scale — costs | 


Complete line of Opalescent colors — | 
beautiful effects— write for sample. | 


Another GOLKA Scoop! 


Make these LEATHER 
Cuff Links in COLORS! 
No Tools—No Cementing—No Painting 
Most Unusual and Beautiful. 


Wide selection of colors, with infinite variety 
of combinations possible. Calfskin, lizard, etc. 


Write for free O.T. Bulletin on Cuff Links, or 
better yet, rush $2.00 for your Jumbo Kit which 
has plenty of everything, with information. 


ROBERT J. GOLKA CO. 


400 Warren Ave. 
Brockton, Mass. 


| 
| 


| less 


| each. Guaranteed. Order from — 


PO 


Eating pleasure for the Handicapped 


SAFELY. Perfect for bed-tray meals. 
Scientificoll 


KNIFORK 


Lets patient cut 
and eat any food with 1 hand— 


made of ground and polished stain- 


steel. Specify right or left hand. Only $2.10 


MOORE KNIFORK CO. 
Box 43065 Los Angeles 43 


| 
| 
| 
| 
| 
| 


407 East Florence Avenue 


A Complete Line of 


Ceramic Supplies 


CLAY BRUSHES 
GLAZE PATTERNS 
MOLDS KILNS 
COLORS SUPPLIES 


FREE PERPETUAL CATALOG 


When requested on your institution letterhead 


Others please send $1.00 


WILLOUGHBY STUDIO 


Inglewood 1, California 


( 
| 


| 


x-acto 
CERAMIC 


TOOLS 


For sgraffito, incising, slab work, template 
making, shaping, modeling, trimming and 
clean-up. 

QUALITY: Finest precision-made scraper points 
and surgically-sharp knife blades. 

VERSATILITY: Slim all-metal handle takes any of 
6 scrapers as well as blades. 

ECONOMY: Points and blades quickly and easily 
interchanged or replaced. 


3 


No. 63 Double Set: 2 handles, 6 points, 2 
knife blades .. .$2.75. Other sets at 75c¢ 
and $1.50. Refills available separately. 


Send for FREE Catalog on letterhead 
48-411 Van Dam Street, L.1.C. 1, N.Y. 


| / 
| 
| 
| 
| \ 


SEND FOR 
YOUR CATALOG OF 


TOMAC 


Ultrasonic Generators 
For inducing micro-cellular 
vibration. May be applied directly 
with mineral oil or under water. 
Frequency of oscillations remains 
constant—however, intensity of 
vibrations through quartz crystal 
can be varied. Unit is type 
approved by FCC. Approved by 
Underwriter Laboratories. 


Rehabilitation Products offers you the 
most complete variety of advanced 
equipment and supplies in the field— 
plus unequaled distribu- 
tionand service facilities. 
So send for your helpful 
RP Catalog today! 


Electromatic 
Wheel 
Chair 


Porto-Lift 


Effortless lifting of patients 
in prone or seated positions at the touch 
of simple hydraulic controls. Insures easy, 


Power driven, easily operated. Folds to 11%”. 
Ideal for patients unable to propel wheel chairs. 


Operates and maneuvers with fingertip, foot, safe, and comfortable movement from bed 
or chin controls, at speeds up to 5 MPH. to wheel chair, automobile, and bath. 600 
Climbs 7° ramp. Brakes set automatically Ibs. lifting capacity. Adjustable base width. 
when power is off. One of many patient lifts in the RP Catalog. 


* Canes To receive your Rehabilitation Products Catalog, 


fe and mail this 
Patients are assured of just comple th ——e 


constant stability with 

Tripod Cane (at left). () 
ehabilitation roducts 


All three feet are kept 
in contact with the floor Q Division of American Hospital Supply Corporation 
Department O.T. 


r 

at all times by the | y ‘hat 
flexible rubber mount. 2020 Ridge Avenue, Evanston, Illinois 

! 


Dear Sirs: 
a % = Please send me a copy of the Rehabilitation Products 

Canadian Crutches (at right) Catalog. 

Lightweight, but strong aluminum , 

and easy to handle. Adjust from 

28%" to 35”. Hinged arm band. Organization. 

Also available in lightweight steel, (Name of hospital, clinic, etc.) 

flexible (but not hinged) arm band. Deportment____ 


“ar )ehabilitation 
[Products 
| 4 
— 
| 
| 


ChAYONEX 


“ONLY 


PRANG’ 
CAN GIVE YOU 


PRANG' 
QUALITY !” 


WILL BE LOOKING FOR YOU AT BOOTH NO. 39 
WITH EXCITING NEWS ABOUT OUR NEW COLORS 
AND TECHNIQUES! 


SANDUSKY OHIO 
YORR 


Pride of workmanship, constant research and long 


years of manufacturing skill go into every Prang Prog 


.. Your share of this wealth of experience is inspirat 
for more exciting creative art experiences. 


The beauty, versatility and practical usefulness of 
these mediums enables your classes to express their 
subtle and creative ideas quickly and easily. 


The makers of Prang Products are pledged to provid 
continued satisfaction for enthusiastic teaching at all 
levels. Look for ever increasing famous “Prang Creal 
Firsts’ now and in the future. 


PICK PRANG AND YOU ALWAYS 
PICK THE FINEST! 


THE AMERICAN CRAYON COMPA 
SANDUSKY OHIO NEW YO 
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LITERATURE AND MATERIALS ON OCCUPATIONAL THERAPY 
available from 
AMERICAN OCCUPATIONAL THERAPY ASSOCIATION 


250 West 57th Street, New York 19, N. Y. 


FREE DISTRIBUTION: 
1. Brochure—“Training for Your Career in Occupational Therapy” 


2. Brochure—"“Your Career: Helping Others to Help Themselves—Occupational Therapy” 


3. List of Accredited Schools 
4. List of Literature and Materials on Occupational Therapy 
5. Poster—‘Occupational Therapy, Service Career of a Lifetime” 
6. Brochure—“AOTA—What it is—What it does—How it works” 
7. Booklet—“Four Futures’—U.S. Dept. of Defense, 1954 
FILMS—SLIDES—FILMST RIPS 
(For Purchase or Loan) 
1. Colored Slides (32) on OT Training—University of Southern California 
2. Film: “Ann Gray—OT,” 16mm, sound, rental 


3. Filmstrip: “OT Information Please,” 35mm, B & W, 12 min. script....... 

4. Filmstrip: “Occupational Therapy Unlimited,” 35mm, B & W, 15 min. script 

5. Filmstrip: “Crutch Walking,” three parts, 35mm, B & W............... 

6. Filmstrip: “Rehabilitation of the Hemiplegic,” 35mm, B & W............ 
CAREER INFORMATION 

1. “Betty Blake, OT" —Seern. & Cobb... 

2. “Careers in Service to the Handicapped”—National Society for Crippled Chil- 


“Hillhaven”"—Mary W. Thompson—Longmans, Green & Co., 1952........ 
. “Joan Chooses Occupational Therapy”—Hudson & Cobb, 1951............ 
“Making, Doing and Healing’—Reprint, Mademoiselle, January 1953 
“Opportunities in OT’”—RMarie L. Franciscus, OTR—Vocational Guidance 
8. “Outlook for Women as Occupational Therapists’—U.S. Dept. of Labor, Med- 
ical Services Series, Bulletin No. 203-2, Revised .............2eeeeeeeee 
9. “What is OT’—June Sokolov, OTR, Reprint, Crippled Child, April 1951.... 
10. “Your Future in Occupational Therapy’—Milwaukee Journal Reprint 
PROFESSIONAL BOOKS 
1. “Prescribing Occupational Therapy”—William R. Dunton, Jr., Charles C. 
2. “Occupational Therapy—Principles & Practice’-—Dunton & Licht, Editors, 
3. “OT in the Treatment of Tuberculous Patient’-—Hudson & Fish, The 
4. “Principles of OT’—Willard & Spackman, Editors, J. B. Lippincott Co., 
PROFESSIONAL MANUALS 


1. American Journal of Occupational Therapy—Bi-monthly magazine 

Yearly Subscription .......... 

Booklet of sample forms of referral sheets, progress records and case study 
outlines for psychiatric occupational therapy 
Curriculum Guide for Occupational Therapy § for Clinical Training ........ 
Director’s Guide | and School Directors only 
Manual for the Organization and Administration of OT Department 
Proposed In-Service Training Program for Psychiatric Aides in OT......... 
Proposed In-Service Training Program for OT Aides in Tuberculosis Hospitals 
Rater’s Guide (for OTRs only) 
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NEWCOMB STUDIO ART LOOMS are 
designed for Occupational Therapy 
. . . Stimulates hand, arm and leg re- 
flexes. 


f.o.b. 
$100.00 Iowa 


This home or in- 
stitution loom gives 
a patient hours of 
pleasant systematic 
exercise. A patient 
can weave attrac- 
tive artistic rugs, 
drapery materials, 
tweeds and other 
beautiful fabrics 
that receive admira- 
tion ... and can be 
sold profitably to a 
ready market in 
their community. 


Weaving is fascinating and profitable and builds 
anew mental attitude towards life in many patients. 
Let us send you our illustrated catalog ... also list 
of war) and weaving supplies. 


NEWCOMB LOOM CO. 


Established 1898 


Davenport, 9-3, Iowa 


Another GOLKA Scoop! 


Make these LEATHER 
Cuff Links in COLORS! 
No Tools—No Cementing—No Painting 


Most Unusual and Beautiful. 


Wide selection of colors, with infinite variety 
of combinations possible. Calfskin, lizard, etc. 


Write for free O.T. Bulletin on Cuff Links, or 
better yet, rush $2.00 for your Jumbo Kit which 
has plenty of everything, with information. 


ROBERT J. GOLKA CO. 


400 Warren Ave. 
Brockton, Mass. 
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NEWS FLASH! 


COLORAMIC 
ALUMACRAFTING IS HERE! 


Now, for the first time, 
you can offer your 
group aluminum 

circles in five 
gorgeous colors. 


Send for FREE 
literature today! 


: help produce superior results, 
_ give patients added thrill of 
accomplishment! 


Your metalcraft groups will like working 
with our Super-Brite MIRROR-Finish 
Aluminum and other specially-prepared 
craft metals. They'll start projects with 
assurance that you are giving them the 
benefit of the best. They'll find a greater 
source of pride in the appearance of their 
completed work. 

Metal Goods Corporation’s quality alumi- 
num, brass, copper and stainless steel are 
indeed a sound foundation on which to build 
your patients’ sense of achievement. 


SAFE-T-ETCH 


NON-ACID ALUMINUM ETCHING COMPOUND 
especially suited to O. T. usage 
Safe-T-Etch does away with all the old 


hazards of etching with acids... is proving 
safer, faster, and easier to use. Ask about it. 


BOOKLET 


useful, beautiful items 


We'll be glad to send 
you this free booklet on 
how to etch beautiful 
MIRROR-Finish Alumi- 
num using SAFE-T- 
ETCH. Just fill in and 
mail the coupon below. 


Craft Division 
METAL GOODS CORPORATION 
5237 Brown Avenue 
St. Louis 15, Mo. ci 
(Please type or print) 


Nome. 


Address. 


City. 


Affiliation 


Tellshowtomake many 
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| 
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SHELLCRAFT—offers an unmatched variety of 
projects for occupational therapy or hobby 
craft. 

Inexpensive—Easily Learned—Interesting 


Finished work readily saleable— 
A Powerful Incentive 


Free Catalog—Seashells, Rhinestones, Pearls, 
Plastic, Chain, etc. for costume jewelry 
and novelties. 


FLORIDA SUPPLY HOUSE 


P.O. Box 847 (2 Miles South of 
Bradenton, Fla. Bradenton on US 41) 


OUR 22nd YEAR 


PLL GGL AL GAL 


At last a 


BINDER 


for your AJOT’s 


Holds two full years—14 issues 

Heavy red leatherette covering 

Opens flat for easy reading 

A single issue can be added or removed easily 
Gold stamped front cover and back 

Keep your A J O T’s in book form 


$3.00 each 


$2.75 if tavo or more are ordered 


MINNESOTA OCCUPATIONAL THERAPY ASSN. 
2072 Dorothy Ave., White Bear Lake 10, Minn. 


For Treatment 
of 
SPASTIC CASES e CEREBRAL 
PALSY e@ STROKE e@ POLIO 
HAND INJURIES 


GENERAL ELECTRIC COMPANY’S 
SILICONE 


BOUNCING PUTTY 


Does Not Harden @ Lasts Indefinitely 
Can Be Autoclaved 


OCCUPATIONAL THERAPY 


As A “Trial Order’—Send $2.00 For One 
$2.85 Jar 


S. R. GITTENS, Sole Distributor 
1620 Callowhill St., Philadelphia 30, Pa. 


A BUYER’S GUIDE 
For the Occupational Therapist 
Send for Our Free 
Carefully Indexed 
96 Page Catalogue 


Listing supplies & reference ma- 
terial in most all lines of arts & 
GRAFT SUPPLIES crafts 

Wood Whittling G Carving - Raffia - Ceramics - 
Leather - Metal - Jewelry - Shelicraft - Flexcraft - 
Plastic-Glaze - Textile-Painting - Artists Supplies - 
Finger-Painting - Block ——- - Knitting - ing - 
Glass Etching - Copper Enameling - And Many hers. 


CRAFTERS of PINE DUNES 
DEPT A OOSTBURG, WIS. 


KNIFORK 


Eating pleasure for the Handicapped 


Lets patient cut 
and eat any food with 1 hand— 

SAFELY. Perfect for bed-tray meals. 

ge on age | made of ground and polished stain- 

less steel. Specify right or left hand. Only $2.10 

each. Guaranteed. Order from — 


MOORE KNIFORK CO. 
PO Box 43065 * Los Angeles 43 
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20/1 and 20/2 Linen. 19 
Beautiful Fast Colors on 4 
oz. tubes. 


3/2 and 10/2 Fast Colors, 
Mercerized Perle Cotton. 


2/20 Weaving Worsted. 
36 beautiful colors on 2-oz. 
tubes. For Warp and Weft. 


SILK—WOOL—RAYON—LINEN—COTTON—NOVELTY YARNS 


(Write for tree samples) 


CONTESSA YARNS Dept. C.W.. Ridgefield, Connecticut 


8/4 Boil-Fast Carpet Warp 
—22 colors on % lb. tubes. 
Approved by Veterans Ad- 


ministration U.S. Govt. Occu- 
pational Therapy Program. 


We have a complete as- 
sortment of yarns for 
home and commercial 
weaving. 


AT YOUR 
FINGER-TIPS 


Get your free copy of Hammett's 
catalog listing and illustrating oc- 
cupational therapy materials and 
equipment. 


LOOMS 
Hand or Foot Power 
WEAVING MATERIALS 


Rug Roving, Cotton Yarn 
Carpet Warp, Rug Yarns 


BASKETRY MATERIALS 
Reed — Raffia —- Cane 
Wooden Bases and Trays 

Corkcraft 


ART MATERIALS 


Leather and Tools 


SEND FOR THE CATALOG TODAY! 


J. L. HAMMETT CO. 


Educational Materials Since 1868 
306 Main Street Cambridge, Mass. 


\ 


DLORS + LINKBELTS + METAL ENAMELING 
BIISTS CRAFTSTRIP - METAL CRAFT 

¢ CRAFT BOOK - WOODEN BOXES 

PPLIES + BLOCK PRINTING 

RAFT WOODEN PLATES 
S + ARTISTS SUPPLIES 
AFT + CHIP CARVING 

TEXTILE COLORS 

+ GLASS ETCHING 

G + LEATHERCRAFT 


CATALOGUE 
ON REQUEST 


ENAMELING 


LOW COST 


FOR OT WORKSHOPS 


Occupational Therapists have found enameling to be the perfect 
medium of expression, it is functional as well as creative. 

This Kiln will fire any piece up to 434” in diameter and 114” 
high We furnish a fundamental text and will answer your 
technical problems. Kiln reaches enameling temperature quick- 
ly, is sturdy and affords low-cost, trouble free operation. All! 
ports easily replaceable at a nominal cost 


FREE 
TEXT ON 
ENAMELING 


by Thomas E. Thompson. Send for 
your copy of this 40 page illustrated 
text on metal enameling. Techniques 
— tools — equipment — types of 
enameling — firing — finishes, etc. 


Silver plated metal—no pre-cleaning— 
no formation of oxide scale — costs 
little more than copper. 


NEW Complete line of Opalescent colors — 
beautiful effects — write for sample. 


THOMAS C. THOMPSON CO. 
1539 Deerfield Rd., Dept. [i 
Highland Park, Illinois 


GAGER’S 
HANDICRAFT 


1024 NICOLLET AVE. 
MINNEAPOLIS, MINNESOTA 


FEderal 5-6757 


«2 
Ma, 
a } 
>» 4 
NEW 


Get This 
Valuable Tool! 
* 
“ ALL-CRAFTS” 
CATALOG 


60 Big pages, packed with thou- Leathercraft 
sands of items in a great variety Enameling 
of crafts. Prices are reasonable. Woodenware 
Service always prompt and com- Metalcrafts 
plete from our large stocks. Since Basketry 
1910. Write for your free copy Ceramics 
today. Many Others 
SAX BROTHERS, INC. 


1111 N. 3rd St., Dept. OT 8, Milwaukee 3, Wis. 


A Complete Line of 
Ceramic Supplies 


CLAY BRUSHES 
GLAZE PATTERNS 
MOLDS KILNS 
COLORS SUPPLIES 


FREE PERPETUAL CATALOG 
When requested on your institution letterhead 
Others please send $1.00 


WILLOUGHBY STUDIO 


407 East Florence Avenue Inglewood 1, California 


POPP POD DD DODD AD OAD OAD 


Now... for the first time 


© A new model HERALD LOOM ‘specifically adapted to | 


OCCUPATIONAL THERAPY. A wide range of accessories 
offering time-saving quick changes for you. 


e@ Convenient appliances for increasing shoulder flexion, 


scapular adduction, increased resistance to plantar flex- | 


ion and increased resistance to dorsi flexion. Of course, 
this special Herald Loom offers feather-touch ease if 
required. 

N keshift 
this new Occupational Therapy 
ny Model Herald Loom. Write for de- 
era tails. 


OOMS/ 2080 EDGEWOOD ROAD 
Redwood City, California 


SWEDISH WEAVING 
HUCK TOWEL DESIGNS 


Easy to weave borders for towels, place mats, 
aprons, etc. for gifts or sell for profit. Inexpen- 
sive and excellent for the convalescent limited 
in activities. 


Write for “FREE SAMPLES” of toweling and 
other information to— 


MILDRED V. KRIEG 


P. O. Box 82 Riverside, Ilinois 


ANNOUNCING 


Topcoats 


Samples and prices upon request 


ly: HANDWEAVING YARNS 


HOMESPUN YARNS AND 
ALL COTTON CHENILLE YARNS 


These exciting new yarns were developed especially for handweaving 
in just the right weights, sizes and colors. 


Lily Homespun Yarns are made from the world’s finest 
100% virgin wools in 3 weights: 


Lamb’s Wool — for weaving lightweight Ladies’ 
Suits and Coats and Men’s Dress Sport Coats 


Suiting Yarn —for suits, Sport Coats and Light 
Tweed Yarns-— for Sport Coats and Topcoats. 


Available in fashionable colors on 4 oz. tubes. Si4@ 


ORDER ALL YOUR SUPPLIES FROM THE HANDWEAVER’S HEADQUARTERS  3<#, 225 Yds. per Lb. 
LILY MILLS COMPANY, Dept. HWN,., Shelby, N. C. 12-cut, 1560 Yds. per Lb. 


1 Ib. cones 
all cotton 
CHENILLE YARNS 


are made in 18 beautiful, 
Fast colors in 3 sizes: 


6-cut, 400 Yds. per Lb. 
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Couference Tesue 


July-August 
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Vol. X, No. 4, Part II 


Degest of Speeches from the romerican 
Occupational “lherapy rbssociation Institute 


October 24-25, 1955, San Francisco, California 


“Theme 
The Patient's Point of View 


Foreword 


The first meeting of the 1955 institute commit- 
tee was held on June 10, 1954. Having been 
encouraged by the success of the institute work- 
shop held in Washington, D. C., in 1954, the 
committee agreed that another workshop was in 
order and selected Dr. Ruth Tiedeman as con- 
sultant. Dr. Tiedeman, a professor of psychology 
at San Jose State College, has had wide experience 
in conducting workshops. She has been consult- 
ant in the field, and staff member of workshops 
sponsored by the committee on human develop- 
ment at the University of Chicago. She has, also, 
directed workshops on human development and 
human relations at the University of Arkansas 
and for the Hogg Foundation for Mental Health 
in Texas. In 1950 and 1953 Dr. Tiedeman 
directed workshops for the National Institute of 
Mental Health for workers in vocational rehabil- 
itation and related fields. 

With the recommendation and encouragement 
of Miss Mary Frances Heermans, educational 
secretary of AOTA, the committee felt that the 
logical follow-up of the 1954 institute in inter- 
personal relations which emphasized staff relation- 
ships, was the consideration of the “Patient’s Point 
of View.” A study of the factors influencing this 
viewpoint suggested the sub-topics for the panel 
members as follows: 

Moderator: 

Hugh Coffey, Ph.D., professor of psychology, 

University of California, Berkeley. 
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Panel: 


Maurice Grossman, M.D., clinical instructor in 
psychiatry, University of California, Berkeley, and 
assistant clinical professor in physical therapy, 
Stanford University, Palo Alto; Mabel Whitehead, 
Ph. D., head of department of special education, 
San Francisco State College, San Francisco; Ruth 
Cooper, Ph.D., associate professor, School of So- 
cial Welfare, University of California, Berkeley; 
Gregory Bateson, anthropologist, VA Hospital, 
Palo Alto; Margaret Gleave, O.T.R., executive 
director, The Curative Workshop of Racine, Wis- 
consin. 


Resource Consultants: 


Ann Bradfield, Ph.D., director of guidance and 
special services, Board of Education, Alameda; 
Carrie Chapman, M.D., chief of section of physi- 
cal medicine, VA Hospital, Oakland; Mrs. Emory 
Dorndorff, president, Parents’ Group of Califor- 
nia Crippled Children’s Society; Victor Guthrie, 
medical social worker, VA Hospital, Oakland; 
Lee Helsel, coordinator of rehabilitation therapies, 
State Department of Mental Hygiene, Sacramento; 
Margaret Knott, head of physical therapy depart- 
ment, California Rehabilitation Center, Vallejo; 
Jane Paynter, director of nursing education at 
Langley-Porter Clinic, San Francisco; Ward Ras- 
mus, Ph.D., speech department, San Jose State 
College, San Jose; Carl Schultz, Ph.D., vocational 
counsellor, VA Hospital, Oakland; Mrs. Esther 
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Spencer, chief of bureau of medical social service, 
State Department of Public Health, Berkeley; 
Jane Stoddard, consultant in special education, 
State Department of Education, Sacramento; Hilda 
Taba, Ph.D., special education, education depart- 
ment, San Francisco State College, San Francisco; 
Brahna Trager, administrative officer, State De- 
partment of Public Health, Bureau of Crippled 
Children Services, Berkeley; Mrs. Elise Willson, 
office of vocational rehabilitation, Department of 
Education, San Jose. 

The following occupational therapists acted as 
coordinators: Sue McHenry, O.T.R., Jean Jensen, 
O.T.R., Jane Lane, O.T.R., Doris Cutting, O.T.R., 
and Evelyn Alexander, O.T.R. Fourteen resource 
consultants were invited to participate in the con- 


ference. Thanks are due to the registered occupa- 
tional therapists who acted as leaders and record- 
ers during the institute. Unfortunately, the re- 
cording machine broke down during the summary 
reports so these are incomplete and I am sure 
you will be as disappointed as we are to have lost 
this part of the program. 


Respectfully submitted, 


Institute Committee: 


Doris L. Cutting, O.T.R. 

Janet M. Juve, O.T.R. 

Eleanor P. Mann, O.T.R. 
Guinevere Wright, O.T.R. 

Louise Wade, O.T.R. 

Mary D. Booth, O.T.R., Chairman 


General Session, Monday, October 24, 9:00-10:15 a.m. 


THE EMOTIONAL REACTION OF THE PATIENT 


MAURICE GROSSMAN, M.D.* 


It is very encouraging to find emphasis on 
studying “the patient’s point of view.” It is even 
more encouraging that there is this growing 
recognition that the emotional reaction of the 
patient will be of importance in the success or 
failure of occupational therapy procedures. To 
recognize that patients undergoing therapy display 
emotional reactions is commonplace. It is more 
difficult to recognize and accept that what the 
patient says and shows emotionally may not be 
the emotional reaction that needs to be under- 
stood in conducting such therapy. Therapeutically 
speaking, we rarely mean the overt emotional 
display of the patient; more often we deal with 
the turmoil below the surface. 

It is well to recognize that primarily the emo- 
tional reaction of the patient stems from certain 
needs and wishes that the patient has. The de- 
gree of availability and extent to which the pa- 
tient may accept fulfillment of these needs and 
wishes will determine the pertinent emotional re- 
action. Both the needs and wishes, together with 
the degree of availability, and acceptability or un- 
acceptability to the patient, may in some cases be 
realistic. In many more cases they may be repre- 
sentations of unmet needs and wishes and taboos 
of the past that no longer exist and in reality 
need cause the patient no concern, yet evidently 
continue to do so. The failure to satisfy these 
unmet requirements need not necessarily be path- 
ologic. Often the emotional pressure of unsatis- 
fied needs stimulates the patient to new endeavors 


.in those accomplishments which we deem success, 


whether in the normal everyday fields of living 

or in overcoming physical handicaps during occu- 

pational therapy or similar procedures. 
Nevertheless, the forces of restriction which 
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prevent the patient from seeking out, securing 
or accepting gratification of these emotional needs 
and wishes, or the unavailability of sources for 
satisfying these desires, lead to anxiety and the 
various emotional responses. These forces of re- 
striction and unattainability at one time in the 
patient’s life were external forces such as parental 
control and other forms of authority, or the real- 
ity factors having to do with supply and demand. 
In the course of time, much of these forces of re- 
striction became a part of the patient’s own forces 
of restriction and now operate just as effectively, 
perhaps more so, than the original external ones. 
For instance, many of us have many impulses dur- 
ing the day that we don’t permit ourselves to in- 
dulge in. Nevertheless it’s the emotional pres- 
sure behind these various needs and wishes that 
motivates all our behavior. Whether or not we 
permit ourselves to find satisfaction for these 
needs give rise to many of the emotional reactions 
that we are discussing today. Not only do we 
have these needs and wishes but we also have 
various forces within ourselves that lead us to 
deny ourselves and restrict ourselves in our activ- 
ity. So by and large our emotional reactions de- 
velop in the struggle between satisfying these 
needs and our inner control. 

I will not discuss the basic origin of these 
needs, but will remind you that they probably 
start physiologically. In any case these basic 
wishes, needs or drives become so broadened in 
our pattern of development and living that they 
are manifest in all areas of human behavior. First 
there is desire; there is satisfaction if desire is 


*Clinical instructor in psychiatry at the University of 
California and assistant clinical professor in physical 
therapy at Stanford University. 
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gratified. We may rapidly give vent to anger at 
mot getting; or hating, the anger combined with 
fear; and fear itself if the need is fundamental 
and if danger accompanies a lack of gratification. 
These various primary reactions may then give 
vent to secondary ones through our psychological 
handling of these primary emotions. Depression 
for instance, indicates another emotion basically. 
The fact that we have the word “euphoria” to 
distinguish it from a feeling of well being in- 
dicates that euphoria or some symptoms of well- 
being are anything but that. There is the great 
reaction of guilt that motivates so much of our 
behavior. All of these are in the pattern of exist- 
ing emotional reactions that may or may not be 
apparent to the patient and certainly may or may 
not be apparent to us outside observers. I think 
again, that a primary concept to keep in mind is 
that when we see the individual as a patient, even 
if a child, a large part of the emotional reaction 
pattern of this individual has been established. 
He already has patterns of behavior which he has 
found best for him. He also has found ways 
not only of getting satisfaction but ways of deny- 
ing himself satisfaction or putting up with the 
frustration of not getting. By and large we have 
an individual with a well developed pattern of 
emotional reaction. 

I would like to remind you that in dealing 
with the emotional reactions of a patient some- 
thing has been added to his basic personality re- 
action patterns. To understand then the emo- 
tional reaction of the patient you not only have 
to know the patient himself, but on top of that 
you have to find out what his illness means to 
him. It is true that many illnesses have emo- 
-tional meanings that are common to that illness 
for most people. In particular you have to know 
what this illness means to this one person as an 
individual and in terms of his previous pattern. 

That additional concept isn’t enough. You are 
going to be concerned with him as occupational 
therapists. You then must know what occupa- 
tional therapy with its emotional significance 
means to him. Not merely the types of crafts 
that you are going to utilize in your therapy but 
the mere fact that he is receiving occupational 
therapy will affect the picture. By and large most 
patients are not treated in isolation. They are 
treated in a group setting. You have to know 
what being treated in the presence of other pa- 
tients means to him. Most important of all is 
going to be the phenomenon that while he is 
taking part in occupational therapy he is taking 
part in a very meaningful relationship with you 
yourself as a person, first of all as an occupational 
therapist, that is true, but more important, with 
you yourself as a person. Not to be forgotten 
are the dynamic forces at play between the pa- 
tient and the members of his family which have 
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been altered as the illness has altered the life of 


the patient in respect to that family. It will not 
be until you understand the interactions between 
his basic personality, the meaning of his illness, 
the meaning of occupational therapy and the in- 
teractions between all these people focused into 
the relationship between you and the patient, will 
you really get a full picture of the emotional re- 
actions of patients. 


I am trying primarily in this presentation mere- 
ly to let you know some of the factors that are 
involved in studying the emotional reaction of 
the patient. I would like to remind you again 
that in studying the emotional reactions of pa- 
tients, what you see is the end product of the 
emotional reactions of patients altered, influenced 
and always distorted by all the factors I have 
mentioned; first of all the acceptability or non- 
acceptability of his wishes; second, the method he 
has developed in a lifetime of hiding from him- 
self, as well as the world, what these wishes are; 
and on top of that hiding from himself and from 
the world what the illness means to him. After 
all these and many other forces have worked upon 
each other, only then do you see the final end 
result of this interaction and that end result is 
the emotional reaction that is observable to you 
in superficial examination. 


I think it would be a mistake if you interpret 
all this by going back to your patients and worry- 
ing about every patient in terms of “I wonder 
what’s happening that I don’t know about.” I 
think it would be an even greater mistake to look 
for things that aren’t there. But do think in 
terms of “what is happening to my patient; is he 
progressing, is he getting well, is he showing ac- 
complishments?” I would like to remind you of 
that patient whom you have had in therapy for 
months, who has been cooperative, has been 
happy; he has taken part in your crafts; he has 
learned procedures; he has developed various func- 
tions he didn’t have before, but somehow he still 
remains a helpless invalid. Keep this in mind, 
that unless the patient gets well in terms of a 
return to a functioning individual in his normal 
sphere, look to his emotional reactions, look un- 
derneath the surface for emotional reactions and 
keep in mind all the sources that must be undet- 
stood to build in your own mind what has taken 
place. By and large your understanding of emo- 
tional reactions will depend on your ability to 
create in your own mind a pattern of the person- 
ality of the patient as you see him, beginning with 
his personality and understanding all these diver- 
gent forces. 

To understand the emotional reactions of the 
patient in the coming discussions, it might be well 
to ponder the effect of these factors. All of them 
together as they augment and cancel each other 
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out will determine what the end product will be 
as recognized in the patient's behavior. They 
will influence such factors as motivation. It might 
help you understand why I reject the concept “the 
patient has no motivation.” It might help you 
understand how patients may be motivated not 
only toward recovery but might be motivated to 


remain invalids, and that the end result of these 
opposing psychological forces will eventually be 
determined by that behavior which in the long 
run will create the greatest amount of psycholog- 
ical gratification of the patient, even though to 
superficial examination the behavior does not 
seem to be in the patient's best interests. 


THE PATIENT AS AN INDIVIDUAL 


MABEL WHITEHEAD, Ph.D.* 


When speaking of the “patient as an individ- 
ual” from the educator’s standpoint, | am going 
to dwell upon the elementary and secondary 
school years. I believe if we do a particularly 
good job at these levels we will have a firm 
foundation upon which to build in later years 
when the handicapped child faces the problems of 
becoming an adult with whatever additional com- 
plications his remaining disability engenders. 


The patient who comes to us is a composite of 


‘all his past experience, his present situation and 


his hopes and fears concerning the future. Some- 
times the past is so charged with trauma of vari- 
ous kinds and degrees that it is almost impossible 
for him to attend profitably to the on-going pro- 
gram centering about his immediate needs and 
ways of meeting them. For this individual, the 
immediate situation must be made so meaningful, 
so challenging, so satisfying, that he will be able 
to forget the past experiences, thinking of them 
only as stepping stones which have brought him 
to the realities of today. 


Each of us who would help the handicapped 
child has skills to sell. We are all educators: the 
bus driver, the attendant, the therapists, the doc- 
tor, the psychologist, the supervisors, the adminis- 
trators, as well as the parents and those of us who 
call ourselves teachers; we are teachers, all of us, 
for good or for bad. How can we each make 
our best contribution? How can we, at the same 
time, be aware of the value and need for the ex- 
cellent contributions of the array of others like 
ourselves with worthy and necessary skills to 
offer, and to help those contributions be most re- 
warding both to the recipients and the donors? 

Herein lies the problem. Our very anxiety to 
make a worthwhile contribution to the handi- 
capped child may prevent us, lest we are most 
cautious, from enabling him to reap the maximum 
benefit from the skills which we, singly or as a 
group, have to offer. It takes a very generous 


. individual to be able to place importance equal 


to his own, upon the contributions of all others 
who too have specialized skills to sell. Difficul- 
ties in cooperation are not unlikely. 

Let us look at the case of Carol. Carol is six 
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years old, cerebral palsied from birth. She attends 
a school for crippled children. In each of Carol’s 
school days there is a constant round of physical 
therapists, occupational therapists, teachers, ma- 
trons, administrators, bus drivers, brace-makers, 
speech therapists, perhaps a supervisor or two, to 
say nothing of the school nurse, the psychologist, 
the doctor, the representatives of public and pri- 
vate agencies who also have a necessary interest 
and concern in the activities of the school. 

During this well-filled day, Carol becomes 
quite aware that the physical therapist feels she 
does not have enough walking practice, either at 
school or at home; that the occupational therapist 
is sure she does not cooperate fully; the speech 
therapist thinks she should have made more 
progress than she has, and probably did not be- 
cause her parents did not carry through on ther- 
apy suggestions as well as she had hoped they 
might. If Carol were able to interpret another 
set of complications, she would know, too, that 
there are various school supervisors along the way 
who are often very perplexed because they fre- 
quently are little versed in the problems of cere- 
bral palsy. Further, they may work under the di- 
rection of an administrator equally inexperienced 
in the specific needs and problems of Carol, and 
who have been pressured into establishing the 
services for her group when he would have pre- 
ferred opening a new kindergarten for a group 
of normal children. 

What does this mean to Carol? Of course she 
cannot analyze all the intricacies of relationships 
involved, but the one result she can interpret is 
lack of unity. And how will she respond? Some- 
times the Carols in such groups are likely to have 
many loyalties, some children respond with be- 
wilderment as to just what really is expected of 
them, others may be over-anxious to please. Oc- 
casionally, children give “surface” cooperation to 
each individual, while nothing is deeply effective. 
Active resistance is not uncommon. Casual non- 
chalance is not unusual, nor.is it unusual for a 
child to be torn in loyalties as he senses the con- 


*Head of the department of special education at San 
Francisco State College. 
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fusions and difficulties of cooperation between the 
many people, each of whom has his own bevy 
of problems even though he may have a sincere 
interest in being kind and helpful to the Carols 
who are looking to him for direction. 


Why does this happen? Does it have to hap- 
pen? Answering the last question first, I do not 
believe it has to happen but that it does happen 
much more frequently than any of us likes to ad- 
mit. First of all, I believe those of us who have 
skills to offer Carol. need to improve our individ- 
ual and mutual communication. Because we do 
not understand well enough nor try sincerely 
enough to find out what the purposes of each 
worker are and how he expects to achieve them, 
we tend to segment the child in our selfish anxiety 
to give him the benefit of our individual skills. 
We need to give attention to better communica- 
tion with the child and his family. I believe we 
are lax in our appreciation of the child’s place 
as a communicating member of various groups in 
which he has interests and ties of varying 
strengths. I believe our communication with par- 
ents of handicapped children is likely to be espe- 
cially ineffective. Those in the class of so-called 
“professional experts” are too prone to make a 
determination as to what they think the problems 
of the parents are and what should be done about 
them without really finding out what either the 
child or his parents feel the problems are and 
what we might most helpfully do in assisting 
them to find solutions. 


Secondly, we do not serve as well as we might, 
I believe, because we do not use records as co- 
operatively as we should. To be sure, many records 
are confidential and must be kept so. This does 
not preclude their cooperative use. I believe edu- 
cators, especially, do not have the freedom of use 
of records as much as they need them. Educators 
too are professional, and frequently they are the 
persons who have responsibility for the child more 
hours a day, more hours a week than anyone else 
except the parents. Often they are expected to 
handle this responsibility with less information 
to guide them than anyone else who has a part in 
the treatment and training program. Whether 
they will it or not, because of the balance of time 
the child spends in the schoolroom, teachers be- 
come responsible for a tremendous job of coor- 
dination as the youngsters go and come from the 
home base of the classroom to receive the various 


services, treatment and training set up to meet 
their unique needs. 

Thirdly, I believe our efficiency is too often 
cut down because we have a tendency to “do to” 
a child rather than to be ever cognizant that true 
development comes only from within the child. 
We must become more intelligent planners with 
children and more excellent teachers in helping 
the child develop from within through such plan- 
ning. With practical application of skills in these 
areas, we should be more able to assist handi- 
capped children to find reasonable goals, and to 
know what must mutually transpire if those goals 
are to be attained. If this hope is to be realized, 
the child must have continuous active participa- 
tion in the planning of his goals and the routes 
toward them; he must have valid reasons for put- 
ting forth the effort necessary to work toward 
them with confidence enough in their. rightness 
and reasonableness to justify the tremendous effort 
it is so often necessary to make to achieve them; 
coupled with this effort, we must help the child 
to use tempered judgment in constant evaluation 
of his progress along the way. 

Fourthly, there is a discrepancy between our 
professed belief that the child patient should be 
considered as a developing individual and in our 
practices in implementing this belief. Let us take 
a second look at Carol and the fabric of which 
her day is made. From the many impacts of per- 
sonalities with their many skills to offer, Carol 
consciously or unconsciously forms an analysis and 
evaluation which has meaning for her. In this 
summary will be included all the feelings about 
all the people and all of the services and events 
surrounding them which are contained in each 
day. Carol will react in terms of whatever mean- 
ing the situation has for her. 

Carol has reacted to all the days which. came 
before today. She will also react to the tomor- 
rows left to her. We cannot change her past, nor 
can we superimpose a future. Everything we can 
hope to achieve hinges upon the successes we can 
total in successive todays. 

Let us, then, take a critical look at our todays 
in terms of the Carols with whom we spend them. 
What can we do in order to insure that these 
youngsters under our care will have more yes- 
terdays, each of which is truly a “dream of hap- 
piness,” and tomorrows which are “visions of 
hope”? I believe this, from an educator’s stand- 
point, is our greatest challenge! 
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HOW THE FAMILY INFLUENCES THE PATIENT 


RUTH COOPER, Ph.D.* 


Any discussion of how the family influences the 
patient must be preceded by some clarification con- 
cerning family interrelationships, since the very 
essence of family influences involves the emotions 
of the patient as well as the family, and the ef- 
fects of the emotional reactions of each upon the 
other. Just as no two individuals are alike, so 
are no two families alike. Families are influenced 
by cultural, social and economic factors, and by 
previous experiences of the family as a whole and 
each of its members. 


In examining family influences upon the pa- 
tient, it is recognized that these influences cannot 
be categorized. Therefore, it must be understood 
that the classification which is made in this dis- 
cussion is an artificial one for the purpose of 
organizing the presentation of material. It is 
proposed to present this material under three ma- 
jor headings. These are: cultural, social, and 
economic influences; meaning of illness; and 
family relationships. Their interrelatedness will 
be apparent in the discussion which follows. 


CULTURAL, SOCIAL AND 
ECONOMIC INFLUENCES 


It would seem logical to begin by examining 
some cultural, social and economic influences of 
the family upon the patient for, indeed, these 
may be determinants in whether the ill person 
ever receives or is permitted to benefit from 
medical treatment. 


Cultural patterns may prevent the seeking of 
modern medical services, or if these services have 
been given, may influence the ability of the pa- 
tient or the family to accept the recommended 
treatment. 

The social and economic situation of the fam- 
ily are determinants in whether the need for 
medical care is even recognized, whether the pa- 
tient receives medical attention, and the kind of 
attention he receives. Families may not seek 
medical care because they neglect the early signs 
and symptoms of illness and do not seek help 
until the patient is seriously ill. Frequently such 
care is not sought because families are unable to 
finance it, because medical facilities for those un- 
able to pay for care do not exist, families do 
not know about them, or because a family can- 
not ask for medical services for which it cannot 
pay. In some areas the only services are hospi- 
talization, and even this may be more in the 
nature of care for the chronically ill than services 
aimed towards treatment, rehabilitation and the 
prevention of illness. Thus the very chances of 
the patient for life and health may be threatened 
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because the family is unable to provide or to 
seek the medical services of which he is in need. 


MEANING OF ILLNESS 


Illness may be regarded as something imposed 
from without as punishment for feelings, for acts 
committed, or for responsibilities or obligations 
which were neglected. These feelings of guilt 
and concepts of illness, disability or handicaps 
as punishment are frequently found in parents 
of congenitally handicapped children. Particular- 
ly if the child had not been wanted, or if abor- 
tion had been considered or attempted, parents 
will have such feelings even though they may 
be unexpressed. Such attitudes interfere with 
healthy relationships with the patient. The moth- 
er may need to overprotect the child, to insist on 
devoting all of her time to it to the detriment of 
the personality development of the handicapped 
or ill child as well as of other children in the 
family who are affected by the mother’s attitude 
toward the patient. 

Illness creates barriers between the patient and 
his family. Basic needs such as dependency may 
be accentuated with resultant demands on family 
members which arouse frustrations, hostility and 
guilt. 

Attitudes about certain illnesses develop out 
of the life experiences of family members. Per- 
sons in childhood may have had some contact 
with or heard discussed certain illnesses about 
which they have no conscious recollection. But 
when they encounter this in their own family, 
these attitudes will affect their feelings about 
the illness and the patient who has it. To some 
persons, certain illnesses may mean death and 
this reaction will communicate itself to the pa- 
tient in attitudes as well as in overt action. The 
illness may imply complete disability and the 
family may be immobilized in helping a patient 
with the positive elements which would lead to 
his return to a useful or a self-sustaining life. 

Illness may imply a stigma for various rea- 
sons; such feelings may create hostility toward the 
ill person, expressed or concealed. Fear of what 
others may think about the family if the patient’s 
condition were known may prevent the family 
from seeking medical care for the patient or 
from following recommended treatment. 


FAMILY RELATIONSHIPS 
This leads us into the area of family relation- 


ships as they existed prior to the onset of the 
illness, and as they are affected by the illness 


*Associate professor of the school of social welfare, 
University of California, Berkeley, California. 
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situation. Just as an individual's capacity to deal 
with a stress situation is related to his total per- 
sonality development and his ego-strengths, so 
the family’s capacity to deal with the stress of 
illness is related to the pattern of the family or- 
ganization. Its capacity is also determined by 
the role and status of the person who is ill and 
how this affects the family equilibrium. 


If the ill person is the breadwinner, the fa- 
ther, the family may be adversely affected finan- 
cially, as well as through the loss of the emotion- 
al support and security which the father gave 
the family. He may postpone medical care, or be 
unable to accept medical recommendations be- 
cause of the adverse effect this would have upon 
the family. Or, if he is forced through physical 
disability to accept medical care, he may be emo- 
tionally unable to benefit by it because of anx- 
iety about his family situation. Illness constitutes 
for the father a loss of role within the family 
which may be assumed by.the mother or an old- 
er child. In instances where the family may be 
forced to accept financial assistance, the income 
from this source may be managed by the moth- 
er, so that even if she is not employed, she may 
assume the status previously granted to the fa- 
ther. 


Awareness of the family’s readiness to func- 
tion too well without him, or fears that it may 
do so, may motivate the patient to leave the hos- 
pital or discontinue medical treatment before he 
can do so with safety. Particularly when hospi- 
talized at a distance from home, and family visit- 
ing is difficult, the patient may be unable to 
continue treatment unless he can receive help 
which is directed towards the maintenance of 
family strengths and the easing of emotional ten- 
sions which impede recovery. 

On the other hand, the mother may have de- 
pended so greatly upon the father for emotional 
support and security that she becomes unable to 
manage the additional burdens imposed by his 
illness. Thus she may continue to lean upon him 
at a time when he needs support himself, or her 
frustrations over her own unmet needs and her 
additional responsibilities may be expressed in 
hostility towards him, or may result in her own 
illness which will relieve her of responsibility 
she is unable to assume. 

If the patient is the mother, the illness may 
mean her absence from the home or her inability 
to function as the homemaker within it. This 
means for her a loss of role, with the same kinds 
of problems as those which have been previous- 
ly described. The mother will have additional 
worries about how the children are being cared 
for without her, and the extent of these worries 
will depend upon the ages of the children and 
their emotional as well as physical need of her. 
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Obviously disturbances in relationships be- 
tween parents affect their feelings about and their 
relationships with the children. This can result 
in overt behavior of the children which adverse- 
ly affects the patient and impedes recovery or 
the ability even to continue medical care. 

Family influences, if a child is the patient, 
must be examined in relation to the age of the 
child and the stage in personality development. 
The work of Rene Spitz, Bowlby, Erikson, and 
others have added much to our understanding 
of the child’s emotional needs, and have had a 
beneficial effect upon the relaxation of hospital 
rules and regulations pertaining to the care of 
children and parent visiting.’ If hospitalization 
of the young child is essential, the mother should 
be helped to visit daily so that the separation 
from the mother is minimized. Adverse influences 
upon the patient may result from the mother’s 
indifference or unwillingness to visit frequently, 
or from her inability to do so because of illness of 
herself or other in the family, finances or living at 
a distance. The basic needs of any child must be 
considered in relation to how the family can 
be helped to continue to meet them even though 
the child may need to be physically away from 
home. 

Not to be overlooked are the secondary gains 
of illness. The person who considered himself 
a failure, who was unable to keep a job, or who 
was having problems in the area of family rela- 
tionships may find illness a socially acceptable 
way out of a dilemma. Illness may bring atten- 
tion and demonstration of affection previously 
denied, and which may result from guilt feelings 
on the part of those who give it. But illness may 
be prolonged because of these attitudes on the 
part of the family. One frequently sees this with 
children who previously felt unloved. Older per- 
sons may derive great satisfaction from care given 
during illness by adult children who formerly neg- 
lected them. The satisfaction derived may be 
so great that they make no effort to relinquish 
this dependent relationship. 


SUMMARY 


In the brief time allowed, this discussion has 
examined some influences upon the patient at- 
tributable to the cultural, social and economic 
status of the family, the meaning of illness to it, 
and the family relationships as these existed prior 
to the illness and as they are affected by the 
illness. It has been pointed out that all influ- 
ences are dynamic and inextricably interwoven. 
The most positive influence the family can exert 
upon the patient is the emotional security of its 
love and support regardless of the illness and its 
possible outcome. This is the best assurance the 
most seriously ill or handicapped patient can 
have for motivation toward life and health. 
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COMMUNICATION IN OCCUPATIONAL THERAPY 


GREGORY 


The general rubric under which we meet is 
“the patient’s point of view.” Let me therefore 
quote to you a patient. He was speaking not 
about occupational therapy but about the psy- 
chotherapy which he was receiving from me. 
He said “a contrivance to change the color of 
a man’s eye to please a psychologist is too much.” 

I offer this sentence to you as a text for your 
discussions when we divide into smaller groups. 
“To change the color of a man’s eye,” that is, to 
change the speaker’s perception of the universe— 
to change his very self—to please the psycholo- 
gists, is intolerable. But the word which I want 
to stress is “contrivance.” Are you, as occupa- 
tional therapists asking for recipes—contrivances 
—by which you can manipulate the patient away 
from his symptoms and into a creaky, because 
contrived, adjustment? 

I had some difficulty in achieving a perspec- 
tive about occupational therapy because you so 
conceal what you are doing in a jargon of mem- 
orandumese. But finally, stripping away these 
concealments, I have to tell you that what you 
operate is, in a simpler and more old-fashioned 
language, a mystery. What the theoiogians would 
call a sacrament. You are the administrants of 
an outward and visible activity, and your hope 
is that the patient will receive, through your ad- 
ministrations, an inward and spiritual grace— 
perhaps a discovery about life which neither you 
nor I can put into words. The modality is some- 
how to be the carrier for a message to the pa- 
tient. A message about himself, his relationship 
to the human universe and the relationship be- 
tween himself and you. 


But the sacrament which you administer has 
a singularity in which it differs from the sacra- 
ments of the church. They are repetitive; the 
message which is affirmed by baptism is the same 
message through the centuries whereas every in- 
cident in occupational therapy is unique. An 
unrepeatable message is created by unforeseeable 
and unrepeatable events. In this respect, the 
modality resembles art rather than religious rit- 
ual. 

I know that you call your modalities “crafts” 
—and perhaps you are wise not to claim too 
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much—but I think you all wish that the modal- 
ity may be an art. After all, it is inevitable that 
every act of creation is, ipso facto, an act of dis- 
covery and the message which you are trying to 
communicate is a discovery. In the nature of 
the case, neither you nor the patient can know 
what is to be discovered. If the patient al- 
ready knows, no change has been achieved; and 
if you think you know what the patient “ought” 
to discover, you are only operating a contriv- 
ance. 

Perhaps the words which I have used—art and 
religion and creativity—are frightening. Let me 
therefore use a less frightening word—“humor’— 
another modality for self-discovery and for the 
communication of messages for which we have 
inadequate words. 

Or “education” is another field where, if all 
is well, the same type of mysterious communica- 
tion occurs. The educator does not really care 
whether the student learns Latin provided he does 
discover that which is to be discovered in the 
learning of Latin. Similarly, I don’t think you 
care whether the patient learns to work a loom 
provided that you get across to the patient that 
message for which the loom is only a modality. 
But, I warn you, the business is not so simple. 
Unless the priest—and I mean you—feels that 
the modality matters more than any other thing 
in the world, the deeper message is rather liable 
to fall by the wayside. The teacher of Latin who 
really cares about Latin is also a better com- 
municator of that which can be learned by learn- 
ing Latin. 

You see, there are very real and important 
reasons why this sort of inward and spiritual 
grace which I am talking about cannot be com- 
municated as a simple verbal message. It is not 
merely that language is inadequate. It is that 
the priest must care. Mere good intentions to- 
ward the patient are not enough. He must. also 
care about the modality, the ritual in its unfore- 
seeable development, where he too may make 
discoveries about himself. 


*Anthropologist, Veterans Hospital, Palo Alto, Cali- 
fornia. 
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Life from beginning to end is activity. Our 
acceptance of and participation in all activities 
of living is greatly influenced by many factors. 
Some of these are pleasant and some unpleasant. 
Some are anticipated and others are unexpected. 
No person chooses to become a patient and the 
degree of philosophic development he possesses 
will determine his mode of adjustment to this 
experience. It is necessary that we be aware of 
viewpoints resulting from just the fact that one 
has become a patient. Too often in this busi- 
ness of dealing with patients day in and day 
out we become so accustomed to them that we 
accept them for what they are rather than for 
what they can be. 

As occupational therapists we realize we are 
only one part of the team that is responsible 
for the care of our patients. Our job, through 
the use of activities, is to direct the patient's 
treatment program in occupational therapy to 
produce desired results. It is also our job to 
develop, maintain and sustain the desire on the 
part of the patient to participate in this pro- 
gram to his fullest capabilities. From the first 
day the patient is sent to us to the day he is 
discharged, good motivation is of prime impor- 
tance. If this is achieved in occupational therapy 
it can, to a great degree, assist the patient in his 
acceptance of the total treatment program. 

In studying the motivation of a patient from 
the occupational therapist’s viewpoint I find my- 
self asking this question: What makes this or 
that patient react the way he does? If undesir- 
able motivation is caused or affected by a mental 
illness, the patient’s problems necessarily become 
the main object of the occupational therapy pro- 
gram. If however, undesirable motivation is dem- 
onstrated only as a result of being a patient, the 
establishment of rapport between the patient 
and therapist will undoubtedly bring about im- 
provement. 

The problems of the patient’s motivation we 
encounter in developing, maintaining and sustain- 
ing the desire on the part of the patient to par- 
ticipate in the treatment program are those about 
which I wish to speak today. 

We have been hearing from the other panel 
members of many of the complexities of a human 
being that contribute to motivation. It is a big 
job for the occupational therapist to observe reac- 
tions of his patients and know when and how 
to handle them. Too often all of us are too will- 
ing to use the excuse, “if only the physician or 
other ‘therapists would learn the value of occu- 
pational therapy the patient would have a bet- 
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PATIENT’S MOTIVATION 


GLEAVE, O.T.R. 


ter attitude about his treatment before he comes 
to us.” There is no one to blame today for that 
but ourselves. It is up to us, in working with the 
other team members, to discuss treatment proce- 
dures, results and observations of behavior in an 
intelligent manner so that it will be helpful to 
them as well as command respect for us and our 
profession. We have complained for so long about 
this particular problem that sometimes I wonder 
if it hasn’t become habit and we fail to see that 
team rapport either has developed or is there 
practically for the asking. 


Once the patient’s motivation is developed the 


«problem of maintaining and sustaining it de- 


mands a clear understanding by the occupational 
therapist of the patient’s point of view. Let’s look 
at a few patients we treat in occupational therapy. 
It is only possible in the time allotted to me to 
illustrate a few. There are: 


1. The patient who, because he is a skilled 
machinist, looks over the occupational therapy 
shop on his first visit with disinterest because 
what he sees is “kid stuff.” 


2. The patient who, because he has never 
done anything constructive with his hands, is 
horrified at the manual activity he sees going on. 


3. The patient who has a physical disability 
and can’t understand why he should have to have 
occupational therapy because he has always 
thought it was for the mentally ill. 


4. The patient who is hospitalized, and wor- 
ried about her school age children and what is 
happening to them. 


5. The out-patient housewife who has left 
regular chores and cannot see what good she 
could possibly get from doing some weaving or 


woodwork. 


These are only some of the points of view 
that some of our patients have that must be 
changed in order to establish motivation in occu- 
pational therapy. How effective we are in chang- 
ing these view points depends on our ability to 
interpret our treatment program to them and our 
ability to reach them through some activity that 
will have a meaning and purpose to them. The 
last of these, the choice of activity, is in my mind 
one of the biggest controversial problems of oc- 
cupational therapy today. Are the activities we 
use the best possible from the treatment aspect? 
Are these activities best suited to out-patients in 
relation to their individual places in society? 

And now to look at only a few of the problems 
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we may encounter throughout the treatment pro- 
gram. There is: 

1. The patient who feels that the physical 
therapist, or psychologist, or even the medicine 
the physician is giving him is doing more for 
him than occupational therapy and says he’s go- 
ing to stop coming to the shop. 

2. The patient who, despite the fact you may 
be able to adjust his fees, feels that occupational 
therapy isn’t worth it. 

3. The patient who is able to return to work 
and wants to stop treatment because he’s work- 
ing with tools on his job and making $3.25 an 
hour while he’s doing it. 

What goes on in the minds of these pa- 
tients to cause these reactions? What problems 
as individuals do they have that may be respon- 
sible for these reactions? What too, perhaps, 
are we doing or not doing that may contribute” 
to these reactions? 

Assuming that a need for continued treatment 
still exists in all three of these examples, what 
strategies should be followed to re-establish good 


motivation? In the first case, where someone 


else or something else seems to be doing more 
for him, there seem to be several things to con- 
sider: (1) The occupational therapist might 
need only to explain the correlation between the 
two therapies or with the medication. (2) A 
staff meeting with other staff members treating 
the patient may help in team approach to the 
patient. (3) The disinterest may be simply a 
reflection on the type of activity selected for this 
patient. (4) A consultation with the patient's 
physician may be in order to inform him and 
solicit his help in interpretation. 

With the second and third examples, again I 
ask: Is the patient disinterested in the activity, or 
does the patient have financial problems at home 


that perhaps are causing him to worry? 

Are we using the social-service department to 
help in these cases? Do we use the resources 
available to us to help determine if problems of 
this kind exist? Are we keeping ourselves aware 
of the many problems that can develop with 
people because they are patients? 


Certainly I do not mean to infer by interjecting 
these questions that we should look for trouble. 
Nor in speaking of problems of motivation do I 
mean to create an impression that we have too 
many of them. All of us can look with gratifica- 
tion upon many patients with whom results have 
been obtained without any problems of motiva- 
tion. 


During these two days we hope, however, to 
be able to discuss methods with which we can 
more successfully meet the problems when they 
do arise. Remember: 


That life is activity. 

That activity is the basis of occupational therapy. 
That your patient did not choose to be a patient. 
That he is a complex individual. 

That he has many latent capabilities. 


Ask yourself these questions when you are dis- 
cussing these problems: 


Do I do the best job possible in interpreting the pur- 
pose of occupational therapy to this patient? 

Is the treatment program I have planned in occupa- 
tional therapy for this patient geared to his needs as 
a patient as well as to him as a person? 

Do | intelligently observe and report conditions and 
reactions of the patient to the proper persons? 

Am I doing my part on the team working with this 
patient? 

Do I make full use of the resources at my disposal? 


In other words, evaluate yourself and your 


approach to these problems, always keeping in 
mind the patient’s point of view. 


After the general session, the institute membership was divided into discussion groups 
where the problems raised in the general session were discussed. Recordings were not made of 
these meetings and unfortunately transmissions of the summary groups were not satisfactory 


except for the records that follow. 
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Summary 


GROUP DISCUSSIONS 


MAURICE GROSSMAN, M.D. 


In considering that there will be questions 
which will not be answered, I can only add that 
I have already become known in the group ses- 
sions for asking more questions rather than for 
giving answers to questions raised. I would like 
to mention that when all of you were through 
last night at 9:00 o'clock, we really began at 
9:00 o'clock. It was 10:30 before the three 
groups could finish telling me all that had gone 
on in their sessions. In addition to this material, 
as some of you know, I sat in on a number of 
the group discussions. The emotional connota- 
tions of many subjects actually became the core 
of our discussions during the meeting. These 
emotional meanings were first experienced by 
the people involved and only then were projected 
into the various subjects. In other words, emo- 
tional reactions are always within the individual 
concerned, himself. 

I think one thing that stood out in all the 
groups was the constant tendency to talk about 
“our goals,” getting the patient to take part in 
“our crafts,” “our modalities.” As the discussion 
went on, the connotations of such approaches to 
the problem, of trying to evaluate the emotional 
situation of the patient, was that somehow we 
were actually considering it from owr point of 
view. It was only as we became aware of this 
that we started thinking of the patient as an 
individual; and only when we ourselves actually 
began to respect the integrity of that individual, 
that we could begin to understand the patient’s 
emotional reaction and get into the field of what 
influences his emotional reactions. I think this 
is one of the prime observations that came out 
of the discussion. We have to recognize by the 
very nature of our own human-being that our 
approach is bound to remain self-centered until 
we take awareness of this and consciously begin 
to think in terms of the patient as it might seem 
to him. 

The question of motivation in terms of its emo- 
tional component, of course, came up all the time. 
Many patients very definitely want to be ill and 
to stay ill because of emotional value in the na- 
ture of the illness and the psychology gratifica- 
tion from being ill. I think it came out in one 
of the groups that some patients definitely do 
want to fail. They discussed various reasons for 
this but if you can observe that patients do want 
to fail in occupational therapy for many emo- 
tional value gratifications, it doesn’t take much 
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to realize that some patients do want to fail to- 
tally in terms of not getting well. It is well 
not to think in terms of how do I motivate a 
patient, or how do I give motivation to a pa- 
tient, but to understand the positive forces with- 
in that patient that motivate him not only to get 
well, but the positive forces that motivate him 
to fail at getting well. He already has motiva- 
tion, but ask what kind and in what direction and 
how can we use his motivations of all sorts and 
how can we strengthen those motivations that 
he has to get well and how can we help him 
give up and diminish the gratification from the 
motivation not to get well. 

It led to a second question then. In our oc- 
cupational therapy situation we are concerned 
with modalities, the instruments of our therapy. 
In the questions, are they adequate for the job 
we have at hand, are they outmoded, most agreed 
we should relate our modality to everyday liv- 
ing in all its spheres of activity. But again, it 
was brought out in the group that you cannot 
actually evaluate modalities in terms of treat- 
ment until you understand the emotional con- 
notations of these modalities to the patient. I 
recognize that certain approaches are necessary 
for physical restoration, but nevertheless the ade- 
quacy of a modality from the standpoint of 
whether the patient will accept it and use it de- 
pends on his emotional reaction to the modality. 
In discussing the cultural aspects as related to 
the form of modalities and their emotional con- 
notations, in at least one group it was brought 
out that there are definite emotional values in 
modalities that are culturally determined. I think 
it was surprising that in group after group, con- 
sciously or unconsciously, the first emotional 
value discussed had to do with the masculinity 
or femininity of the activity. Our activities do 
have these values, culturally determined first of 
all. They also have emotional values based on 
the experience of the patient. Cultural values do 
not necessarily mean American vs. European or 
Caucasian vs. Indian. We have different cultural 
systems within a small apparently homogeneous 
community. As a result of this we recognize 
that the occupational therapist may have a dif- 
ferent cultural background from the patient, and 
thereby very sincerely may err in interpreting the 
emotional value of modalities in terms of what 
the patient will see in them. 

The question of masculinity and femininity 
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came up constantly; dependence vs. independ- 
ence; the role of the dependency of the patient 
who wishes to be independent; the occupational 
therapist who for her own needs, would like to 
keep the patient dependent; the question of love 
vs. hate. The question of anger, I will come to 
in a minute. They discussed all these dichoto- 
mies and the problem in treating them as eith- 
er/or propositions, instead of recognizing admix- 
tures. One therapist pointed out that psychologi- 
cally we approach things bisexually. Where we 
do not see admixtures of these various values, we 
are not admitting them to ourselves or don’t rec- 
ognize them for one reason or other. 

One of the things we came to was the prob- 
lem of semantics. Time after time, someone 
would raise questions and use terms until we 
asked the question, what do you really mean 
when you say that? We start talking about guilt, 
but we haven’t taken the time to ask what is 
guilt? where does it come from? what is its pur- 
pose? Until these avenues are explored, what to 
do about guilt becomes rather meaningless. More 
important than that, in use of words, the ques- 
tion of value judgment implied in the word be- 
comes very important. 

I would like to mention merely one area to 
illustrate this. The question that came up in 
group after group was should I express my anger 
cowards the patient? I didn’t get to all the 
groups but I question whether it missed any of 
the groups. Here are some of the words that 
were used. Should I mask my anger from the 
patient? Without recognizing it, the minute you 
say “mask” you already are suggesting the an- 
swer, because anyone who “masks” his feelings 
is insincere, untrue, etc., and only leads to one 
obvious answer, no, one should not mask one’s 
feelings. But then I raised the question, should 
you control your anger? Well, that has a dif- 
ferent meaning and it only leads to one answer 
also. The trouble is that it leads to the opposite 
answer, yes, you should control your feelings, and 
then we started considering just what is the dif- 
ference between “masking” one’s anger and “con- 
trolling” one’s anger. The fact that we encour- 
age patients to express their anger therapeuti- 
cally raises the question should the occupational 
therapist be encouraged to express her anger. To 
control our anger means being in contact with 
realitv, judging that reality, deciding what we 
will do with our anger. Testing realitv and ex- 
ercising judgment may indicate that it is quite 
all right to suppress your anger. Controlling your 
anger and not giving vent to it to a patient may 
not be insincerity, may not be falseness; it may 
simply express consideration of the patient which 
also, I think, is acceptable in most occupational 
therapy departments. 

Of course, this brings up the question of ver- 
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bal and nonverbal communications and that the 
patient will feel our anger anyhow. The question 
then comes up, is it all right to be angry? You 
will have an awfully hard time not being angry. 
It’s about time we stopped just thinking of our- 
selves as machines that will react according to a 
certain situation, forgetting that we are human. 
We will react with anger, but the problem cen- 
ters about the control of the anger. I think 
there is nothing more important in terms of re- 
acting to patients. Not only psychiatric patients 
but all patients in general must know that you 
do have anger at certain situations, that you accept 
it, that it is normal. But he must know that you 
as a therapist can always control your anger. He 
is not afraid of your being angry as much as he 
is afraid of what you might do to him if you are 
angry with him. If he knows that you can con- 
trol your anger in all situations, he need not fear 
your anger. This brings up the question, shall 
we permit patients to do as they like or shall 
we set limits? I think you will find in most sit- 
uations that patients are much more secure if 
they know there are limits and that these limits 
are again realistic. Of course the latter is sub- 
ject to wide interpretation. By and large, limits 
that are realistic to the situations, I think, are 
acceptable to the patient. But the question still 
is, who or what determines whether the limits 
are realistic. 

As all these questions and discussions began 
to percolate and seep through, a startling discov- 
ery came about. We started out to study occupa- 
tional therapy from the patients’ point of view 
and we wound up studying ourselves and our 
concerns. In examining a problem we had to 
know our emotional role. We came to recognize 
the effects of how insecure we feel as therapists; 
this insecurity leading us to deny and not see 
that certain things are going on in our patients, 
or to look for all kinds of answers elsewhere than 
within ourselves. 

The question of training came up. Obviously 
we need to know the dynamics of personality 
growth. We have to know the dynamics of emo- 
tions on the part of the patient that actually rep- 
resent that he likes us too much; of the outward 
expressions of hostility; and dynamics explaining 
the fact that his cooperating and submitting as 
a “good patient” may indicate that he is really 
afraid of us: and that a “good” patient becoming 
assertive and overactive may be doing so because 
he is on the road to progress. This requires an 
understanding of the dynamics of patients. But 
more important, as all of you brought out, it is 
well to understand yourselves. The question was 
asked, does that mean that if we are to under- 
stand all of this we all ought to be psycho- 
analyzed? Well, obviously there are people who 
are adequate and doing a good job who never 
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saw a couch, let alone lay down on it. The ques- 
tion that comes to mind is, are you having prob- 
lems with your patients that are in the emotional 
sphere due to things that you don’t recognize? 
The answer is, yes, you do, all of you. All of 
us do, even after psychoanalysis. We are human. 
But the question is how much and to what degree. 
By and large I would like to remind you that 
many patients get well without benefit of in- 
sight therapy. I would like to remind you of 
the phenomenon that those who work in psy- 
chiatric hospitals often reacted with shame, dis- 
gust, fear and anger at what patients said and 
did, at their initial experience; how in six months, 
after they came to understand this they became 
accustomed to it, and didn’t react to it at all; 
indicating that there is room within people for 
changes in reacting without necessarily uncover- 


ing everything in the unconscious. 

That brings us to the next important question 
asked, how deep should we go into the patient’s 
unconscious, particularly in psychiatric occupa- 
tional therapy? In discussing this question I 
came up with the striking phenomenon that it 
actually is very difficult for you, all trained occu- 
pational therapists, to define what the limit is 
for the role of occupational therapy. Obviously 
you're not going to probe into the patient’s un- 
conscious nor should you. Yet I would like to 
remind you that every minute that you are with 
patients you are interpreting-his deep emotional 
responses and are reacting on the basis of your 
interpretations through the medium of the sec- 
ondary communications. To the extent that you 
understand his emotional responses and yourself, 
your responses will be appropriate. 


THE OCCUPATIONAL THERAPIST STUDIES 
THE PATIENT’S MOTIVATION 


G. MARGARET GLEAVE, O.T.R. 


The four groups who studied the subject “The 
Occupational Therapist Studies the Patient’s Mo- 
tivation” approached this topic from many an- 
gles. In trying to define motivation you have 
said that it is (1) channelling of motives, (2) 
self impelled, (3) helping the patient to adjust 
to his position and keep productive. 

The basic needs of a patient were discussed 
and they were found by you to be the same as for 
a well person with only the emphasis chanyed 
because he is a patient. Rapport was given an inm- 
portant part in these discussion groups. And the 
importance of team work was emphasized 
throughout. 

A great deal of time was spent on what we 
can do to further understand the patient. Your 
discussion brought out these five major points: 


1. Learn to put yourself in the place of the patient. 


2. Know the background of the patient, using de- 
partment and agency resources, 


3. Recognize problems peculiar to the types of pa- 
tients: 


a. short term 
b. static 
progressive 


d. fatal 


4. Become aware of the outside factors that influ- 


ence the patient: 
family 
b. culture 


education 
emotion 


5. You also spoke of short and long term goals and 
the necessity of beginning at the patient’s level and 
keeping the goals within his reach. 

Finally, for your own benefit you changed the 
topic assigned to you to read “The Occupational 
Therapist Studies the Therapist’s Motivation” and 
thought in terms of self-evaluation and self-im- 
provement. In this last instance you have ac- 
tually come up with topics for future institutes. 
You thought you needed to know more about 
human behavior. You felt the need for a work- 
shop with actual case studies presented. You 
have shown the need for an institute on the spe- 
cifics of record keeping and charting, a follow-up 
to the institute held in New Hampshire on writ- 
ing and reading of professional literature. You 
have asked for more information on group dy- 
namics. You have wanted to know more of the 
relationship of activities of daily living to occu- 
pational therapy. Last but not least, (yet harder 
to label) has been your desire to delve further 
into reality vs. idealism, or practice vs. theory. 


In summary you have thought of the occupa- 
tional therapist in terms of a member of the 
team, and the team approach as important. You 
have analyzed your individual position on this 
team and have shown strong signs of desiring to 
strengthen your own place. You have given much 
thought to the program that you are directing 
and the activities you use in order to do a better 
job. All of this you have done for the benefit 
of the many patients you will be treating. 
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Eleanor Clark Slagle Lecture 


EQUIPMENT DESIGNED 
FOR OCCUPATIONAL THERAPY 


FLORENCE M. STATTEL, M.A., O.T.R. 


It is difficult to find words that would ade- 
quately express my feeling and appreciation for 
the honor which you have extended to me in 
electing me to present the first Eleanor Clark 
Slagle lecture. With deep humility and profound 
professional pride, I thank you for this privilege. 

Occupational therapy had its conception in the 
faith and convictions of our early founders. It 
developed as a profession because of strong be- 
liefs. Eleanor Clark Slagle, along with the men 
and women who shared her convictions, is respon- 
sible for our presence here today as the American 
Occupational Therapy Association. We have been 
given a wonderful pro- 


perts. Three pieces of equipment will be dis- 
cussed in this paper: 

1. Tilt table 

2. Standing table 

3. Bilateral tilt tables 

The first two pieces of equipment you are no 
doubt familiar with. The tilt table and the stand- 
ing table will be discussed briefly in relation to 
the design which has afforded broader usefulness 
in occupational therapy. The major portion of 
the lecture will be devoted to the thinking behind 
the design and use of the bi-lateral tilt tables, 
which are a new treatment concept. 


TILT TABLE 


fessional heritage of 
courage and wisdom 
and as we continue to 
extend our hand to 
benefit mankind, may the 
we continue to believe 
and search for further 
knowledge. 

This knowledge, in 
our present age, can 


nounced in 


The Eleanor Clark Slagle Lectureship was an- 
1954 and Miss Stattel, O.T.R., was 
first to receive the honor. 
at the opening session of the annual conference of 
American Occupational 
held in San Francisco in October, 1955. 
this honorary appointment is establishing a prece- 
dent, the lecture is carried in this issue in its en- 
tirety rather than abstracted as have the rest of the 
articles for the Conference Issue. 


In recent years we 
have been increasingly 
aware of the emphasis 
which the medical pro- 
fession has placed on 
early weight bearing 
and ambulation. Man’s 
physiological functions 
improve when he is in 


The lecture was given 


Therapy Association 
Because 


be secured by correlat- 

ing and strengthening our beliefs with facts. Em- 
pirical methods should be tested when possible, 
and reasonable doubt should be eliminated. When 
we consider beliefs we find that they are for- 
mations of ideas. Most ideas are really very old. 
They are rediscovered and formulated and: in- 
corporated into one’s philosophy and thinking. 
New ideas are rare, and in a lifetime few indivi- 
duals are fortunate to accumulate them in even 
single numbers. In preparing this paper on equip- 
ment designed for occupational therapy, it is im- 
portant to note that the ideas may be old. The 
newness lies in the formulation of the idea into 
equipment that has a purposeful use in occupa- 
tional therapy. The keynote to good design of any 
type is simplicity that will afford real and effectual 
usefulness. The refinement of design, structure and 
engineering aspects of the equipment to be dis- 
cussed were achieved by close cooperation and 
consultation with the Franklin Hospital Equip- 
ment Company and their staff of technical ex- 
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an upright position and 
his mental attitude is often reflected in improved 
behavior. The physiological and psychological 
importance of the vertical position is equally 
important to all patients ranging from the tem- 
porarily disabled to the permanently disabled. 
The tilt table is familiar to you. It is a piece 
of equipment that permits the patient to be grad- 
ually elevated to the supported upright position 
with full weight bearing. Orthopedists have long 
reported the importance of weight bearing on the 
long bones of the body to prevent osteoporosis. 
Neurologists indicate the reinforcement of com- 
plex series of reflexes called postural reflexes 
which control muscle groups so that the upright 
position can be maintained. Hellebrandt and 
associates,’ in 1949, reported on the effects on the 
cardio-vascular respiratory systems and the action 
of the heart in preventing gravity shock when 
subjects were gradually brought from a horizontal 
to a semi-vertical position. As we go through 


the list of medical specialists, to mame a few: 
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Figure 1. Tilt table—secures cor- 


rect body positioning, frees upper ex- 
tremities for treatment activities. 


the urologist, plastic surgeon, cardiologist, intern- 
ist, we find further agreement as to the physio- 
logical improvement associated with the upright 
position. 

Prescribed degrees of angulation and time are 
indicated by the physician in the use of the tilt 
table. The physical therapist reports increased 
‘me and angulation tolerance in the severely in- 
volved cases. When the patient has been stabil- 
ized at a particular angle and can work in that 
position using his upper extremities, he can be 
wheeled on the tilt table into occupational ther- 
apy. In cases that are routine, without precau- 
tionary factors, the patient can be started on the 
tilt table for the time prescribed by the physician. 
The availability of a tilt table with wheels which 
incorporates a secure lock device, and the attach- 
ment of suspension slings, broadens the uses of 
this piece of equipment and makes it valuable in 
occupational therapy. 

Many patients who normally would not be re- 
ferred for early treatment in occupational therapy 
can be started on programs of early specific exer- 
cise and self care. The effect upon the patient 
when he is employed in an activity instead of 
being a spectator is instantaneous. To name a 
few diagnoses which can benefit by the use of the 
tilt table in occupational therapy: quadriplegics, 
rheumatoid arthritics, muscular dystrophics, mul- 
tiple sclerotics and cardiacs. 


The tilt table permits the exercise of the upper 
extremities and the skeletal muscle from the waist 
up. This increases muscular activity, forces the 
blood through vertical channels, increases heart 
rate and metabolic processes. For the severely 
disabled patient, permanent or progressive, it pro- 
vides psychological as well as physiological bene- 
fits in being changed from the supine to the sup- 
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ported upright position. Occupational therapists 
have long related the use of the full body support 
in treatment of children in the vertical position. 
The idea is not new; however, the design and 
mobility of the tilt table with its added accessories 
makes it invaluable in broad usefulness in occupa- 
tional therapy. 


STANDING TABLE 
The standing table is a natural piece of equip- 
ment which follows progressively the use of the 
tilt table in treatment. This particular standing 
table was designed to consider the following: 


1, Adjustable frontboard which extends from the mid 
portion of the rib cage to approximately two-thirds of the 


Figure 2. Standing table—front- 
board, elbow supports and pelvic 
band aid in body positioning and 


stability when standing. 


femur beyond the hip joint. This board acts as a support 
to the abdominal muscles and diaphragm when the pelvic 
support is adjusted. In the lower extremities it prevents 
and corrects flexion contractures due to muscle tightness 
or spasm; 

2. Adjustable elbow supports are provided for quad- 
riplegic, ataxic and other patients who need support for 
anterior, posterior and lateral balance. These elbow sup- 
ports are not for body weight bearing but for shoulder 
and shoulder girdle support; 

3. The table is firmly bolted to the floor or a planked 
platform and affords structural security for the patient. 
A height of 46” from the floor is suggested; 

4. The pelvic support is a heavy canvas binder with 
a leather strap end which snaps, with a double and nau- 
tical sail buckle, to one of three eyelets on the metal up- 
right of the table. This support tilts and stabilizes the 
pelvis against the front board. When the feet are spread 
to provide a broad base, this stabilization provides correct 
positioning and enables the patient to use his upper ex- 
tremities freely. 


The table has been used successfully with and 
without pelvic support. When the support is not 
used, anterior/posterior balance may be the prime 
objective. When there is a loss of one or more 
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extremities or where a neuromuscular dysfunction 
exists, balance must be considered in body com- 


pensations. Brunnstrom’s” article on “The Center 
of Gravity Line in Relation to the Ankle Joint in 
Erect Standing” is recommended reading on the 
subject of posture. Occupational therapists should 
be aware of the body mechanics involved in main- 
taining the upright position, as the stability or 
instability influences the usefulness of the upper 
extremities in purposeful activities in self care and 
vocational objectives. 


FATT 


Figure 3. Bilateral tilt tables—alternate bilat- 
eral exercise, broad base. 


BILATERAL TILT TABLES 


This piece of equipment is new in design and 
incorporates the use in exercise of unilateral, bi- 
lateral, reciprocal and alternate motions and con- 
siders the total body concept in treatment. 

For centuries man has postulated on the rela- 
tionship of mind and body, and sought answers 
in the study of the physical and psychic develop- 
ment of man. An awareness of the natural proc- 
ess of physical and mental growth has resulted 
in consideration of treatment of the total man 
rather than in single entities. This is further re- 
flected in the term neuromuscular, which denotes 
the close integration of neurology and kinesiology. 
The exercise treatment of the isolated muscle has 
been challenged repeatedly as a physiological im- 
possibility. More and more attention is being 
devoted to movements and patterns of move- 
ments. 

In a new born baby, movements and patterns 
of movements are exhibited entirely by reflex. 
Ford® states that a number of these motor reac- 
tions are present in the first few months when 
they are not inhibited by cerebral function. When 
volitional activity develops the reflex reactions are 
obscured. These reactions may be elicited there- 
after only in pathological conditions. The neurol- 
ogists know that at birth the anatomical develop- 
ment of the nervous system is not complete. In 
1950, Gessell* reported on “Tonic-Neck Reflex 
and Symmetro-Tonic Behavior.” In his comment 
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he states “In spite of his bilateral construction, 
man does not face the world on a frontal plane 
of symmetry. He generally confronts it on an 
angle.” He also felt that the tonic neck reflex 
behavior reflected three important principles of 
development; principle of developmental direc- 
tion, principle of functional asymmetry and the 
principle of reciprocal interweaving. Ontogenous 
organization does not move along evenly. Peri- 
odic fluctuation of dominance takes place. 

In the period 1947-1950 and 1951, Hellebrandt 
and her associates reported on cross education as 
related to contralateral, homolateral, ipsilateral 
effects of exercise.” ® ‘ Bilateral, unilateral, al- 
ternate and reciprocal exercises were studied to 
observe the functional capacity. The vast amount 
of work covered in these three papers cannot be 
condensed and they are references for further 
thought. For the purposes of this lecture, selected 
comments are brought in to illustrate the influ- 
ence this work had on the design of the bi-lateral 
tilt tables. The therapeutic use of cross education 
was indicated and the validity of the single muscle 
test was questioned when considered as a criterion 
of functional capacity. In the study of bilateral, 
unilateral, alternate and reciprocal exercise, the 
effect of the exercise on the functional capacity 
of the weakened limb was noted. Contractile 
power and endurance was reportedly increased. 
The report of 1951 indicated the lack of justifica- 
tion of limiting treatment to the affected side. 
Hellebrandt referred to postural reflexes as re- 
ported by Magnus and Walshe. Reciprocal and 
alternate exercise and the influence of facilitating 
mechanisms were considered. In the subjects used 
for the study it was noted that some gave up 
because of psychological and not physiological 
reasons and the reverse was also true. The body 
will follow the dictates of the mind and the mind 
will follow the dictates of the body when it is 
fatigued but the subject controls both and close 
observation was made to detect differences. In 
1952, Levine and Kabat* reported on the “Dy- 
namics of Normal Voluntary Motion in Man.” 
The concept that we must think of movement 
rather than isolated muscle activity was presented. 
Interdependence of distantly located muscles was 
stressed. Significant to the bi-lateral tilt tables 
was the report that inherent in all movements is 
the inclusion of the rotation of the trunk and 
pelvis. Levine and Kabat discussed the purpose 
of maximum achievement with importance of 
proprioception, patterns of movement and co- 
contractions in voluntary movement in man. 
Eberhard, Inman and Bresler, 1954,” in the study 
on locomotion, report that muscles do not act in 
the traditional anatomical sense, they fit into the 
whole pattern of motion. In walking there is 
rotation of the trunk and pelvis and independent 
of this, rotation of the femur and tibia. 
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The premise for the functional design and use 
of the bi-lateral tilt tables evolved from the above 
readings and clinical observation of patients in 
occupational therapy and are listed as follows: 

1. Reflex patterns of movement that are present at 
birth and are lost when voluntary activity takes over can 
be elicited in pathological conditions; 

2. Functional asymmetric development is found in 
man and reciprocal correspondence or interweaving of 
opposite sides takes place; 

3. Contractile power and endurance of muscles could 
be increased by use of bilateral and unilateral alternate 
and reciprocal exercise, in prescribed rhythmic beat and 
maximum resistance ; 

4. Rotation of the trunk and pelvis are inherent in 
all movements; 

5. In locomotion, muscles tend to fit into the whole 
pattern of motion rather than function in the traditional 
anatomical sense. 

The tables were constructed to permit adequate 
space for standing or sitting. The tilt is provided 
by the telescoping mechanism on the forward 
portion of the tables which permits an angulation 
of 45°. A series of twenty-one adjustments per- 
mit the desired range of motion of the ex- 
tremities from O° to over 90° starting from the 
horizontal position. Surface of the table is a 
plastic non-friction finish. Full width clamps slide 
together to wedge and hold project or work of the 
patient. Small end clamps with pulleys permit 
the occupational therapist to add resistance or 
assistance in particular movements. Attachments 
for a belt support are provided on the stable, up- 
right posts. An audiovisual metronome can be 
used to establish the rate of speed at which the 
patient can work and to have a check on the 
amount of exercise accomplished. 

The positions of the feet when standing are: 
1. Standing, feet close together—small base ; 

2. Standing, feet spread—broad base; 

3. Standing, one foot ahead of other in pace position. 


Exercise patterns of the upper extremities: 

1. Unilateral—pertaining to one side; 

2. Bilateral—pertaining to both sides; 

3. Alternate—complete pattern of movement on one 
side one or more times; complete pattern of movement 
on the opposite side, one or more times. Complete pat- 
tern of movement on both sides; 

4. Reciprocal flow of exercise from one side to an- 
other in a continuous pattern of movement. Flow of 
continuous pattern of movement on one side. 


Position of head: 

1. Directed toward the involved extremity to reinforce 
extension pattern ; 

2. Directed away from the involved extremity to rein- 
force flexion pattern; 

3. Head in mid position. 

In occupational therapy many activities are 
bilateral and unilateral. In the use of these ta- 
bles, woodworking, weaving and ceramics have 
been set up in the exercise patterns described 
above. Finger painting has also worked out suc- 
cessfully. The element of interest which is stimu- 
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lated by the craft acts as a motivation for the 
patient to work and achieve and the sometimes 
inhibiting psychological factor is less apparent. 

The audiovisual metronome was mentioned 
earlier. This instrument provides a sound beat 
and a simultaneous flash of light. To the patient 
who has extensive cerebral damage it is advisable 
to present as many stimuli as possible and this 
instrument can be used to present this stimulation. 
The eyes and ears are in this instance reached 
and the pattern of movement is established along 
with the stimulus. In all instances it can be used 
to establish the speed and endurance of a patient 
to a particular exercise; for example, the patient 
is set up at the bi-lateral tilt tables in a selected 
position, the metronome is set for 40 strokes a 
minute. If the exercise is unilateral, the 40 


A 
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Figure 4. Bilateral tilt tables—reciprocal bilat- 
eral exercise, pace position, 


strokes would indicate the amount of exercise; 
if the exercise was bilateral, it would indicate that 
20 strokes for each extremity had been accom- 
plished. By setting a timer the occupational 
therapist could be certain how much the patient 
had accomplished in exercise at the end of one, 
five or ten minutes or more. The metronome can 
often be used to set the exercise pace and through 
its use it is possible for the patient to maintain 
the established rhythm. 

In preparing this paper, an attempt has been 
made to cover a vast amount of material which 
represents condensed thinking. The bi-lateral tilt 
tables and the premise on which they were de- 
signed are presented. The piece of equipment now 
needs testing in clinical application to remove 
reasonable doubt and provide facts in terms of its 
usefulness. It also needs further exploration as 
to its functional value in other than the physical 
disability field. 

Some of the thoughts that were postulated 
when the bi-lateral tilt tables were completed, 
were as follows: 


1. Mentally Ili, Would the physical approach in 
calling into action the primitive pattern of movement be 
beneficial to the mentally ill patient? 
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Would the audiovisual metronome assist in establishing 
early rhythmic patterns of movement in craft activities 
with varied tempo and duration? 

2. Cardiac, Tuberculosis. Can improved work classi- 
fications result in timed, specific work output under super- 
vision of the occupational therapist? 

Could vital capacity be improved through prescribed, 
closely observed, selected activities which would be closely 
timed and amount of exercise recorded? 

3. Prevocational Exploration. Should testing be done 
in patterns of movements? 

Would it be possible to test motor fatigue and gauge 
sensory fatigue? 

Would minimum effort and maximum achievement re- 
sult in analyzing patterns of movements in job demands? 


As each selected field of occupational therapy 
seeks to improve its clinical application, it is 
earnestly hoped that more questions will be the 
result. Study of the vast amount of material 
that is available in the medical field will result 
in research that will bring answers and improved 
treatment techniques in occupational therapy. Our 
educational backgrounds provide us with a basic 
philosophy along with knowledge and skill to 
carry it out. Some occupational therapists have 
selected the psychiatric field, others the tubercu- 
losis field and so on down the list of specialties. 
Their efforts in selected fields have increased their 
knowledge and skill in that field. However, it 
must be remembered that any knowledge or in- 
formation in any specialty field is related to help- 
ing the human being. Our basic philosophy in 
occupational therapy embraces in treatment the 
physical and emotional makeup of the total per- 
son. With this thought in mind we are all occu- 
pational therapists first, reduced from our special- 
ties by the common denominator, the human 
being who needs our help. 


Early in this paper the beliefs of the pioneers 
in our profession were mentioned. Our profes- 
sion is a stimulating and deeply satisfying one, 
which has grown because of our individual and 
united beliefs. It is sincerely hoped that this lec- 
ture will stimulate broad thinking and that in- 
dications of individual and group studies of pro- 


fessional importance will develop; that the growth 
of a national research laboratory in occupational 
therapy will result as in individual instances and 
as an organization, we continue to extend our 
hand to benefit mankind as we search for 
knowledge. 
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The editors of the American Journal of Occupational Therapy are proud to 
present this two-part issue. Part I is the regular bimonthly issue of the American 
Journal of Occupational Therapy; Part II contains a digest of the discussions and 
speeches from the institute and conference held in San Francisco, California, Oc- 
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Digest of Speeches the rémeriean 
Occupational Therapy rbssociation Conference 


General Theme 
Bridges to the Future 
Session on Psychiatry 
THE CHANGING CONCEPT OF THE OCCUPATIONAL 
THERAPIST IN PSYCHIATRY 


DAVID G. SHAW* 


As a rehabilitation administrator in a govern- 
ment agency which is attempting to develop a 
total medical rehabilitation program in a num- 
ber of large hospitals, I have been asked to speak 
on the changing role of the occupational thera- 
pist in hospitals and clinics, including psychia- 
tric hospitals, of the Veterans Administration. 
Some of you will remember “the Jack of all 
trades” era of occupational therapists when they 
were responsible for the total hospital rehabili- 
tation program. These resourceful therapists 
would find it hard to recognize present day medi- 
cal rehabilitation programs in psychiatric hospi- 
tals or any hospital or clinic for that matter. To- 
day, occupational therapists have become an in- 
tegral and important facet of expanded physi- 
cal medicine and rehabilitation programs. The 
scope of occupational therapy is now that of a 
treatment discipline coordinated into a complete 
medical, social and vocational rehabilitation pro- 
cess. Within the operation of a physical medi- 
cine and rehabilitation service in a Veterans Ad- 
ministration hospital, occupational therapy, #t- 
self, is functioning as an important part of a 
consulting and treatment service. 


To assist in administering and coordinating this 
operation in a large hospital, the psychiatrist or 
physiatrist is provided a medical rehabilitation 
coordinator, usually referred to as an executive 
assistant. This coordinator is especially trained 
to utilize all facilities of the hospital and com- 
munity in planning, under the physician direct- 
or, a complete rehabilitation program appropriate 
to the individual patient’s needs. With my back- 
ground as a rehabilitation coordinator, I recog- 
nize that some occupational therapists have view- 
ed with alarm the development of new treatment 
sections which, on the surface, may appear to 
have infringed upon the recognized responsibili- 
ties of occupational therapy. However, my gen- 
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eral observation leads me to believe that occu- 
pational therapists themselves have contributed 
much to these new therapy sections in providing 
medical and psychiatric background and in guid- 
ing them in the development of ethics and stand- 
ards for these groups. As I visit hospitals and 
clinics, it is a common occurrence to observe oc- 
cupational therapists participating in the train- 
ing of these allied therapists. This is as it should 
be. Occupational therapists have the knowledge, 
but there are too few of you who are available 
and interested in providing this much needed 
guidance. 


In the expansion to provide a more complete 
physical medicine and rehabilitation program, the 
occupational therapist has had to assume the role 
of leader and administrator. Large psychiatric 
hospitals and clinics have expanded programs 
necessitating the employment of greater numbers 
of occupational therapists, and aides, as well as 
the development of training programs for occupa- 
tional therapy students and other medical hospi- 
tal specialists. This expansion has called for ad- 
ministrators to plan, direct, supervise and coor- 
dinate all of the physical medicine and rehabilita- 
tion sections of which occupational therapy is fre- 
quently one of the largest. Therapists have gravi- 
tated into positions of administrators, supervisors, 
advisors, teachers and counselors. The therapist 
must become an active member of the hospital 
rehabilitation team, aiding the physician in diag- 
nosis by factual observations and evaluations of 
patients’ behavior, providing treatment itself, and 
entering into the planning for the patients’ post- 
hospital life. Recent length-of-stay studies are 
pointing up the need for shortening the hospital 
stay and yet we need an assurance that the proper 


*Area representative, physical medicine and _ rehabili- 
tation service, Veterans Administration, San Francisco. 
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level of community readjustment is established. 
These problems and their solutions are a matter 
of common knowledge to good occupational 
therapists. 

Aside from this professional teaching in the 
academic area, much rests upon the occupational 
therapist in the orientation and training of ther- 
apists in related fields. It is not sufficient that 
the occupational therapist be content with train- 
ing students in allied fields, such as physical 
therapy, educational therapy, and manual arts 
therapy, and others in the PM&R service. Con- 
tinued effort must be directed toward orienting 
and informing social workers, clinical psycholo- 
gists, vocational counselors, nurses and others as 
to the role of occupational therapy in the total 
rehabilitation program, particularly its role in re- 
lation to the patient’s own individual needs, both 
during hospitalization and in the post hospital 
phase. 

We all recognize the importance of financial 
support of any program if it is to be effective. 
Your ability to solicit and gain the understanding 
of your hospital or clinic administrators will de- 
pend upon how much you help them to under- 
stand rehabilitation concepts, especially occupa- 
tional therapy. This perhaps you would consider 
the responsibility of the rehabilitation coordinator, 


but in fact, it is the responsibility of every mem- 


ber of the rehabilitation service. Who is better 
qualified to represent occupational therapy than 
an occupational therapist? 

As a supervisor visiting many hospitals, I have 
observed that some physicians are totally un- 
familiar with what you as a group of therapists 
do. This points up the need for you to ,par- 
ticipate in the orientation of physicians as to the 
modalities of occupational therapy, the pact it 
plays in treatment, research and the overall total 
medical rehabilitation program and the specific 
contribution it can make to the post-hospital pro- 
gram of the patient. Specialists, general prac- 
titioners, residents and other professional people 
need to be exposed to the function of occupa- 
tional therapy. If these physicians are not ex- 
posed to your treatment concepts, your abilities, 
your contributions, then they cannot utilize your 
services. 

Research is part of the total hospital rehabilita- 
tion program. Among the physical medicine and 
rehabilitation groups, occupational therapy is 
recognized as one of the older more firmly estab- 
lished groups, possessing technical and medical 
training in the disability areas. Occupational 
therapists, therefore, should naturally participate 
in research. Research, of course, directed under 
medical supervision, but not infrequently con- 
ceived in the minds of the therapists themselves, 
this research can be wide in range and in opera- 
tion. Let us review some of the areas in which 


combined thinking of medical groups have led to 
the application of occupational therapy in its re- 
search: (1) the use of the new tranquilizing 
drugs in psychiatric hospitals and chemotherapy 
in tuberculosis hospitals; (2) specific application 
of the occupational therapy techniques in hospital 
industry; (3) exploratory vocational experiences 
in work situations within the hospital; (4) de- 
velopment of specialized courses in dietetics, nurs- 
ing, beauty culture and housekeeping. 

Finally, I desire to call upon you as a group 
to put aside your professional prerogatives and 
take the responsibility of initiating and developing 
many new and interesting areas which naturally 
fall into the field of the occupational therapist. 
I have previously mentioned the use of new drugs. 
Increased interest in chronic treatment programs 
and geriatrics by the general public has pointed 
out the need for more therapists in this field. 
Therapists will be needed more and more as lead- 
ers. Therapists are now expected to assume this 
responsibility which goes beyond that of caring 
for the acutely ill: Looking forward into the 
next ten years the occupational therapist has an 
important part to play. Allied professional groups 
have not hesitated to propagandize their virtues. 
These allied groups have much to offer, particu- 
larly since a shortage of occupational therapists is 
anticipated for many years. However, at this 
point, I wish to caution you that if your profes- 
sional modesty continues, your own professional 
standing deserves to be challenged by other 
groups. 

It logically follows then that occupational ther- 
apists must meet this challenge. Schools must 
provide graduate courses offering experience and 
techniques in departmental managment and ad- 
ministration in order that the therapist can ac- 
cept the role of teacher, supervisor and counselor. 
There will always be therapists who will not be 
interested in administration. However, the pro- 
fession itself should consider development of ther- 
apists who are capable of assuming leadership. 
After experience and work has made clear which 
therapists are best qualified as administrators, it 
will be found that Veterans’ Administration hos- 
pitals, state and other federal hospitals are clamor- 
ing for leaders in all rehabilitation programs. 


SUMMARY 


Occupational therapists in the Veterans’ Ad- 
ministration and other federal and state institu- 
tions have had to assume the role of administra- 
tive therapists in organizing medical rehabilitation 
programs, providing training for future therapists 
and therapists of allied disciplines, and have had 
to assume the responsibility of advisor, teacher, 
counselor and administrator. This responsibility 
extends beyoad that of training physical medicine 
and rehabilitation therapists, to that of orienta- 
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tion of social workers, vocational counselors, psy- 
chologists and physicians. It is further paramount 
that these administrative therapists concentrate on 
informing hospital administrators (both physician 
and non-physician) as to the value of a complete 
medical rehabilitation program. Finally, profes- 
sional modesty on the part of an occupational 


therapist can be damaging to the profession, re- 
sulting in inadequate recognition of occupational 
therapy. 

* * * 


Technical assistance in preparation of this paper was 
provided by N. Meryl Van Vlack, O.T.R., Palo Alto, 
California, and is acknowledged with thanks. 


ALBERT T. VORIS, M.D.* 


I have been, for the past twelve years, the 
director of a psychiatric sanitarium in the Bay 
Area. For the past eleven years we have had an 
occupational therapy department, which was orig- 
inally begun with one therapist, and now con- 
sists of two, and one to two students, for 60 pa- 
tients. The majority of my experience has been 
derived from my contact with this department 
and with the effects of it in this psychiatric hos- 
pital. From the standpoint of acquaintance with 
occupational therapists in large groups I am at 
a distinct disadvantage. However, I hope that I 
may be able to make up somewhat for my lack 
of quantitative experience with perhaps some 
more, we might say microscopic, evaluations of 
occupational therapy as I have seen it during 
these eleven years. 


One of the first things I noted and felt to be 
of great importance in occupational therapy is 
the psychotherapeutic role of the occupational 
therapist. By this concept I do not mean to im- 
ply any formal psychotherapeutic work on the 
part of the O.T.R., but the recognition of the 
fact that the therapist does have a personal and 
emotional therapeutic contact with patients, in 
which the interchange of feelings or words is 
beneficial to the patient. 


It was interesting to me, when occupational 
therapy first began at our sanitarium, to note cer- 
tain ways in which patients were different when 
they were in occupational therapy from what they 
were on the wards or in the psychiatrist's office. 
To many psychiatric patients a doctor initially 
has the role of authority. Particularly in a hos- 
pital, he has the role of the person who is going 
to heal them; he is endowed with certain mystical 
and magical powers. There are also certain nega- 
tive feelings toward a psychiatrist, depending upon 
not only the personal experiences of the patient, 
but also the fact that a doctor is authority, and 
the patients may have negative feelings about 
authority in general. The same thing is frequently 
true on the nursing floor, at which times the 
nurse, as an extension of the doctor, will work 
under the same handicap of authoritarian rela- 
tionship with patients that the doctor does. 


I think that it is well recognized that the occu- 
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pational therapist is in a peculiarly advantageous 
position to work with patients in that the patient 
frequently looks upon occupational therapy as a 
continuation either of play, or of games, or of 
activity that he may or may not do at his home. 
It is a creative time, a relaxed time. In such an 
atmosphere, the defensiveness of a patient is at 
times altered so that he or she may make a thera- 
peutic contact with an occupational therapist in a 
different way and, I think, a very meaningful way, 
in contrast to that of the same patient with a 
doctor. The therapist then has the opportunity 
to become to the patient a reality-testing person 
upon whom the patient may project thought or 
feelings or reactions, and test out and derive from 
the therapist corrective evaluation of such pro- 
jected attitudes. This I am sure, the patient does 
not do consciously, but the very setting of learn- 
ing a craft, of working on a project, gives rise to 
those kinds of feelings which lead to inter-per- 
sonal interchanges which are of value to the 
patient. 

In our therapeutic program with the students, 
we continually stress recognition by the therapist 
of the reactivity of the therapist to the patient, 
as well as the relation of the patient to the ther- 
apist. During the first two or three weeks they 
feel very stiff and formal, diffident about ex- 
pressing how they feel about patients. As a mat- 
ter of fact, most of them have a rather “do good,” 
“sweetness and light” attitude about patients, not 
recognizing that many patients stir up hostility 
and other unpleasant feelings within them. Cer- 
tainly as the second month progresses they be- 
come, I think, much more comfortable with the 
patient when they are free to recognize, and at 
times express in the doctor-therapist conferences, 
their own feelings toward the patients. 

The therapist should at least have a very good 
grounding in the particular types of contact with 
the patient that embody occupational, recreational, 
vocational, music and rehabilitation therapy. By 
this I mean that, if occupational therapists are 
trained well in their profession and have, in their 
internship, the right kind of psychotherapeutic 


*Medical director, Twin Pines Sanitarium, Belmont, 
California. 
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contact with patients, they will in years to come, 
when they may be involved in large programs, 
have the medical-psychiatric orientation of mod- 
ern psychiatry toward patients, and will be in a 
position to direct and organize the adjunctive 
therapies. 

In any team concept there has to be some 


leader, some director. The psychiatrist is usually 
the final director, but in any large institution 
there have to be some secondary leaders, who may 
be psychologists, etc. They may be involved prin- 
cipally in direct psychotherapy with the patient, 
but the adjunctive therapies, when the patient is 
not on the ward, again have to have some sort 
of leader. The question arises as to who that 
leader should be: one trained in occupational 
therapy, recreational or music therapy, vocational 
guidance, or what? Some one of those disciplines 
will have to coordinate the total of the whole 
program because the doctor will not have time 
to do the whole thing himself. 

There is no reason why the occupational ther- 
apist should not be concerned with the integration 

and functioning of this group. Because occupa- 
' tional therapists have, and will have, the oppor- 
tunity for this type of executive functioning, the 
problem that has appeared to me, from the tech- 
nical standpoint, is this: Have occupational ther- 
apists been trained, or are they going to be trained 
to work principally with individual patients, rather 
than with groups; and is this kind of training 
going to limit them in assuming some sort of 
supervisory function over the patient’s entire non- 
ward time, and in organizing and directing and 
utilizing the assets of the other therapies? Recrea- 
tional and vocational therapists have had, I think, 
somewhat more experience with group work than 
occupational therapists have had. Yet occupa- 
tional therapists have a peculiar opportunity for 
learning a certain amount of the dynamics of 
human behavior in small and single units. They 
will find that, if they will learn some group 
dynamics, they can do a better job in this type of 
group organization than those who have less con- 
tact, with less ability to see the individual prob- 
lems and meaning to the patient. 

A second point probably projects on my own 
feeling, namely that medicine in general gets too 
specialized. I am afraid that perhaps some of 
the adjunctive therapies are getting too specialized 
also. If the doctor dismembers the patient by 
integrals, adjunctive therapy dismembers the pa- 
tient’s time into vocational therapy, recreational 
therapy, occupational therapy, etc., which I think 
is no more valid a division than the arbitrary ones 
in medicine. In medicine we certainly have been 
‘striving during the past few years, at least in 
psychiatry, to integrate the total medical program 
into a unitary concept. I see no reason to feel 


that this same thing should not be true in the 
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adjunctive therapies, and I would only submit 
to the occupational therapists again that being a 
“Jack-of-all-trades” may give a very good oppor- 
tunity in the future to integrate into a total ad- 
junctive program all of the other, at present, dis- 
united therapies. 

Now if we may return to my first point, that 
of the peculiarly advantageous position the occu- 
pational therapist is in, in relation to patients, I 
should like to point out that for many years it has 
been taken for granted that the nurses’ notes on 
the ward are of great importance to the doctor. 
However, notations by therapists and by student 
therapists regarding individual patients, have not 
been utilized to their fullest extent. At the pres- 
ent time at our hospital, notes are made on the 
patients’ behavior and attitudes by the therapists, 
including their own reactions to the patients. This 
is partly for the training of the students, but is 
also an excellent source of knowledge and infor- 
mation for the doctors. When it comes to certain 
types of syndromes, such as the confusion syn- 
drome following electroshock, active behaviors 
on the part of chronic patients, etc., I find that 
the occupational therapy notes, when I want them 
for a particular purpose, supply information that 
no other notes by any of the nurses can possibly 
supply. Here again, it is because in occupational 
therapy the patient is in a situation in which he 
feels unobserved, relaxed, a situation that more 
resembles his normal type of life, and in that 
situation he performs and expresses and does 
things that he will not do while on the ward. As 
occupational therapists become more aware of 
their own feelings, and can react to and with pa- 
tients, these notes will be of even greater impor- 
tance and value to the supervising psychiatrists. 

At this point I am going to bring up a word 
and attitude I have noticed among our students 
and therapists, that is, their concern about occu- 
pational therapy being a place where the patients 
go just to pass the time of day. I think this is 
called “diversional use” of occupational therapy. I 
have heard a certain amount about this at dif- 
ferent times and I have known that occupational 
therapists feel that they are not being professional 
if they are simply diverting patients. 

Medical psychotherapy has somewhat the same 
problem. In relationship to the general medical 
profession the psychotherapist has sometimes been 
unfavorably commented upon as being someone 
who merely is paid to let someone cry on his 
shoulder. I think there is a joke going around 
to the effect that the neurotic is a person who 
builds castles in the air, the psychotic lives in 
them, and the psychiatrist collects rent from both 
of them. This again implies that psychiatry is a 
rather ephemeral useless thing in a way, dealing 
with non-existent, non-realistic values. Psychi- 
atrists have been sensitive about this point in the 
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same way that occupational therapists have be- 
come sensitive to the term “diversional activities.” 

In psychotherapy it is true, at least with a cer- 
tain number of your patients, that you are a 
crutch, a sounding board, somebody to whom 
they can come for reassurance, for recognition, 
for, at times, much needed ego satisfaction. Be- 
cause these are dependency maneuvers on the pa- 
tient’s part, and the psychiatrist is fulfilling these 
needs, it is, I think, a valid use of the psychother- 
apist’s time. However, it is quite distinct from 
the usual medical attitude in which the doctor is 
doing something to the patient, making him well, 
being, in effect, a noble authoritarian person who 
has certain relations to omnipotence. In satisfy- 
ing the dependent needs, the doctor is not doing 
something to the patient and he is not directing 
and controlling therapy. He is assuming the role 
of a giver, but the directions for the gifts, that is 
the therapeutic prescription, are being written by 
the patient. Thus the medical omnipotence some- 
what suffers, and the doctor’s evaluation of him- 
self, and others’ evaluation of him, may seem less 
important in terms of the more authoritarian med- 
ical attitudes. 

The therapist, I think, occupies a somewhat 
similar position in regard to diversional activities. 
In these activities the therapist is perhaps not the 
controlling, the directing, the omnipotent figure 
who is prescribing for the patient out of her 
greater knowledge and training. In the diver- 
sional activity program the therapist fulfills a 
similar role to that of the psychiatrist with de- 
pendent patients. The patients tend to prescribe 
for themselves and to take from the therapist only 
that which they want and are willing to take, 
and which will fulfill their needs on their own 
terms. Consequently the therapist is less in con- 
trol of the situation at these times, and it is possi- 
ble that this creates anxiety in the therapist. 


DORIS TAGGART 


I have been asked to represent the occupational 
therapists in the state hospitals of California; and 
as their representative, I wish to present briefly 
their viewpoints on the changing concept of the 
occupational therapist. 


Speaking as an occupational therapist who has 
recently been in the psychiatric field, the need in 
our changing role as therapists is to be more 
thoroughly understanding of the concepts of dy- 
namic psychiatry or psychodynamics. We must 
go from our orientation of working with the in- 
dividual patient in the hospital to an orientation 
of working with patients in large groups. This 
means that we must be able to lead, to observe, 
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I have known personally many patients who, 
after going home and then coming back to visit, 
would remember with a great deal of satisfaction 
and pleasure their experiences in occupational 
therapy. Even though it may have been of a 
“diversional” nature, they recall the settings, the 
pleasantness, the atmosphere, the sociability of 
occupational therapy. They may tend to suppress 
the feelings they had during their general hospital 
stay, and remember the hospitalization in terms 
of occupational therapy. These recollections of 
the occupational therapy situation are ameliorat- 
ing and modifying of the unpleasant recollections 
that they may have faced during their illness, and 
tend often to make them feel as though they had 
had an ordinary illness instead of the significant 
one it may have been. 

This, I think, is of great value to patients be- 
cause many of them, if they relapse, will have 
less fear of coming back to the hospital if they 
have this concept of occupational therapy to cling 
to. Whether or not I am making a mountain 
out of a molehill regarding the use of this word 
“diversional,” these thoughts I felt impelled to 
bring to you, if you need any increased confidence 
in the diversion of patients. 

There is cne problem that faces both the occu- 
pational therapist and the psychiatrist and that is, 
if occupationa! therapists are to play the role of 
psychotherapists, they need more contact with the 
psychiatrist, which I think is fine. The psychi- 
atrist, however, has to supervise and have contact 
with the patients, the family, the social workers, 
the psychologists, and doesn’t have quite enough 
time to go all the way around. So, if you don’t 
have as much personal contact as you wish, under- 
stand that the psychiatrists don’t have enough 
time to fulfill all the roles that are asked of them. 
On this note of recognition of the limitations of 
psychiatrists, I will close. 


CUTTING, O.T.R. 


to participate and to report on what goes on in 
groups with many patients. We also need to 
know more about group psychotherapy. Related 
to a!l of the foregoing, we need more understand- 
ing of basic human dynamics, of the interaction 
which goes on in groups, and of the development 
of our own awareness of our emotional needs in 
relation to patients and other persons. 

During the last three days I have heard much 
in the institute groups and elsewhere regarding 
techniques or modalities. I feel a little concerned 
by the concentration of many therapists on tech- 
niques or modalities and on what to do with 
them. I think that particularly in the large 
psychiatric hospitals we have learned that we are 
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not, or should not be, concerned with the tech- 
niques per se. We are primarily interested in the 
need of the patient and whether or not this is 
being met by the techniques we utilize and by the 
emotional climate presented to the patient during 
activities. We do, however, see the necessity for 
grouping our activities into two main areas in 
order to meet patient needs. Both of these groups 
relate to the return of the patient to the com- 
munity as well as the in-hospital treatment pro- 
gram. First of all we should provide for the 
patient activities of a functional or practical na- 
ture which will have value in areas of prevoca- 
tional and vocational training and in industrial 
therapy and which will also have definite carry- 
over in returning patients to daily living in the 
home and in the community as functioning citi- 
zens. We also see the need of providing these 
patients with activities which will have carry-over 
when they leave the hospital which will help in 
other ways to maintain better mental health. 

We realize more and more our need to par- 
ticipate in the area of administration and leader- 
ship. We examine ourselves as to why we are 
unwilling to accept, or must be pushed into ac- 
cepting, the role of leader and administrator. I 
feel the solution to having capable and willing 
administrators is in better preparation of therapists 
for accepting this position. Many students and 
therapists have potentials for administration and 
leadership; it is part of the job of the school and 
the hospital to detect in our students and the 
therapists we supervise aptitudes in these areas 
and to help in their development in order to ful- 
fill the need in occupational therapy for this type 
of therapist. 

In the hospital proper we find that our role is 
changing. No longer are we expected to carry all 
activities but we have to be a specialist in some 
areas and a teacher and a trainer of many other 
personnel. Many of us feel we are poorly 
equipped to handle this. First of all, I think that 
we have difficulty in accepting this particular sit- 
uation. In the acceptance itself, and in self-eval- 
uation, we can begin to function adequately as 
teachers of other personnel, be they students, 
nurses, psychiatric technicians, etc., and at the 
same time be able to interpret more adequately 
what our place is in the hospital structure. With 
the evaluation comes the question of what patient 
groups in the large hospital will be most bene- 
fited by our special skills as occupational ther- 
apists. I know that many of you in this room 
have found that much of your time would best 
be spent effectively with the so-called “chronic” 
_ type patients and as an adjunct to specific treat- 
ment programs rather than with newly admitted 
patients with good prognosis. 

The last thing I want to point out is that we 
are beginning to realize we have been verbalizing, 
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too, for a long time and giving lip-service to the 


team concept. We must evaluate ourselves to 
discover how we can really become a good mem- 
ber of the team. This is in relation to other 
personnel of all types: the doctor, the nurse, the 
psychologist, the social worker, the psychiatric 
technician, the dietitian, etc. I think that in the 
state hospital with the coordinated activities pro- 
gram, this means particularly working closely 
with the specialists in recreation, music and indus- 
trial therapy—working together so that we do 
not segment the patient. I have heard several 
comments at the conference about this. Most of 
us who work in the coordinated type of program 
feel the basic thing is to understand and accept 
that these specialists have a contribution and 
there is much that they can teach us and that we 
can offer them in return. Then there is no prob- 
lem of fighting among ourselves or segmenting 
patients and we present a united front to the rest 
of the hospital. 

Also we must work with the groups interested 
in preventive psychiatry or the maintenance of 
good mental health. Some of us are threatened by 
this for we are not certain how we can function 
most effectively in this role. 

The above, then, is merely a brief outline of 
some of the points that I, as a representative here 
of therapists in state hospitals, feel are pertinent 
to our changing role. During the institute and 
throughout the last few days, I have heard a lot 
of comments from therapists who came to the 
conference to get an answer, a solution, to their 
specific problem, and they want it, right or wrong, 
on black and white. And if they don’t get the 
answers they’re disappointed. Or else they come 
as you may be doing now, and say, “We hear the 
same old thing and it means nothing!” I want 
us all to think about this. My feeling in the last 
three days has been, “Why do we hear the same 
old things? Why do we ask these questions?” 
If we are in a changing tole we don’t change 
overnight. We have to admit our own limita- 
tions and our own capabilities and analyze our- 
selves to see where we can grow or where we 
should limit ourselves and say this is not our func- 
tion. The other thing I’ve heard, both here on 
this panel and in other groups, is that occupa- 
tional therapists are still too apologetic and too 
modest. This disturbs me. Because “for thirty 
years we've been in the basement” or we haven't 
had “enough money,” we seem to keep on feeling 
this is our role and assuming it. I think that it 
is time we stood on our hind legs and said, “We 
have something to offer and we are proud of 
this.” Let’s do something about proving it, and 
not be apologetic, and not be ashamed, and not 
sit in the basement without enough money, but 
instead get out and interpret our program to 
others! 
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Session on Cerebral Palsy 


COORDINATING OUR RESOURCES FOR THE 
CEREBRAL PALSIED 


MARCIA HAYS, M.D.* 


The first requirement in the coordination of 
resources is a deep and firm conviction that one 
resource, one discipline or even the department of 
public health which involves various disciplines, 
cannot do this job alone. The second requirement 
then follows and is equally important: a respect 
for the services of other resources and for the 
skills of other disciplines. Without these two 
concepts, any mechanical methods for coordina- 
tion are doomed to failure. 

It is my belief that these concepts have grown 
over the years since the cerebral palsy program 
was first organized in California, and it is this 
growth which has resulted in the present coordina- 
tion in the program. From the very outset of the 
planning sessions in 1945, the staff of the depart- 
ments of public health, education, and mental 
hygiene, being more 


The official program, that is the program ad- 
ministered from tax funds, has developed along 
these lines until currently there are special day 
school units in fifty-two locations staffed by 
trained teachers and therapists (57 occupational 
therapists and 80 physical therapists), under ap- 
propriate medical direction; three special diag- 
nostic centers and two residential schools, each 
with a capacity of approximately 35 children. 

The official program, which might be consid- 
ered the “basic” care, does not, of course, provide 
all of the needed services. Here, the voluntary 
agencies in their usual admirable way have filled 
out the supporting structure. The Elks have pro- 
vided mobile units in the very rural areas where 
the population is small and the case load does 
not permit the organization of a special class. 

Pre-nursery groups for 


than overwhelmed by 
the magnitude of the 
total needs, realized the 
necessity for coordina- 
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units, the regular nurs- 
ery schools are not 


references and 


that these children had 
a right to both education and treatment. Through 
such thinking the outlined structure of a coordi- 
nated program emerged. 

The elements of the program included: (1) 
educational opportunities, in a day school setting, 
for children living at home; (2) treatment serv- 
ices integrated into the school program; and (3) 
special diagnostic centers and in-patient facilities 
for selected children. 

The methods used to secure such a program 
were: 


a. Revision of the educational code to permit enroll- 
ment of children at three years of age in special classes, 

b. Financial assistance from state funds for the addi- 
tional costs of education. 

c. State matching funds for construction of special 
classroom facilities together with therapy units. 

d. Funds for diagnostic centers. 

e. Funds for two residential schools. 


f. Necessary additional state funds for crippled chil- 
dren’s services to employ therapists, and for payment of 
medical supervision. 
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available to handicap- 
ped children. The Crip- 
pled Children’s Society has organized social and 
recreational activities, especially for the teen- 
age and young adult groups, and their sum- 
mer camp program is equally well known. And 
finally, the beginnings of workshops, both shel- 
tered and for pre-vocational training, have bridged 
the gap between school and work. 


And so, because we feel that the needs of the 
child with cerebral palsy are so many and varied, 
a coordinated program has come about. I should 
like to say that while this structure provides, we 
believe, an adequate framework for operation, 
there is much ahead to be done in the develop- 
ment of new methods and techniques in educa- 
tion, in medicine, and in that large area which 
currently lies between the two and is everybody's 
business—the area of personality development, 
including communication. 


*Chief, Bureau of Crippled Children’s Services, Cali- 
fornia State Department of Public Health. 
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CARL E. ANDERSON, M.D.* 


In a typical community program such as that 
with which I am affiliated in Santa Rosa, the 
housing facilities for classrooms and treatment 
are made available by the local school board with 
the cooperation and financial participation of 
county school departments. The teachers, psy- 
chologists, speech therapists and other educational 
aspects of the program, are provided by the school 
departments. Medical supervision, the operation 
of clinics, and the provision of physical and occu- 
pational therapists, is through the county health 
department with supervision and help from the 
state. Our school and treatment center serves 
three counties, with a total population of about 
200,000 and an estimated case load of some 300 
school-age cerebral palsied children. Our present 
facility, a new one just completed, consists of two 
classrooms, a physical therapy room, occupational 
therapy room, a room for speech therapy, and 
an office and administration room, lavatory and 
playground facilities and a small kitchen which 
is used mostly for occupational therapy. These 
facilities are all housed in a one-story building 
which is at one corner of a moderate-sized ele- 
mentary school ground. On the playground, and 
to a certain extent in the classroom, there is a 
definite mingling of the cerebral palsied children 
with those who are not handicapped. 

Children of any age up to 21 with known or 
suspected cerebral palsy are referred to the clinics 
that are held two or four times a month in the 
physical therapy room at the school. Each new 
child is thoroughly examined, usually by an ortho- 
pedic surgeon who has had cerebral palsy training 
and experience. The diagnosis is established and 
a further program of evaluation, testing, treat- 
ment and suggested school placement is worked 
out. 

Each child is given psychometric evaluation, 
hearing tests, and other medical consultation de- 
pending upon the indications in the individual 
case. When that work is concluded, school place- 
ment and treatment are then geared to the needs 
of the individual child. Those below school age 
are placed on an out-patient treatment program, 
coming in as often as necessary for physical and 
occupational therapy, and the parents are in- 
structed very carefully as to the needs of the child 
and are assisted in working out the programs of 
home treatment. 

The school-age child may be placed either in 
a regular school and receive therapy on an out- 
. patient basis or may enter the special classroom 
for the physically handicapped. Children that are 
thus enrolled attend class about four or five hours 
a day, and receive daily physical, occupational and 
speech therapy. Close cooperation between the 


therapists and the teachers insures that in the 
individual child, the most necessary parts of his 
development are given greatest attention through- 
out the school day. The parents are also carefully 
oriented as to the child’s problems and are helped 
to work closely with the therapists and teachers. 

Re-examination of each child is carried out 
two to twelve times a year, depending upon the 
individual needs. Children who. require more 
diversified or more intensive evaluation are re- 
ferred to the central diagnostic clinic of the Uni- 
versity of California Medical School. A few chil- 
dren requiring intensive care over a prolonged 
period may be referred to the state operated resi- 
dence school for a period of from three to six 
months or more, after which they return to their 
local program for further care and education. Sur- 
gical treatment and bracing, when necessary, are 
carried out by the attending othopedist through 
the crippled children’s services and post-operative 
therapy is given at the treatment center. 

Those working in the program are guided in 
their activities by a manual of procedures which 
was drawn up through the cooperation of the 
local departments of health and education. An 
admissions committee controls the admissions and 
discharges to and from the special classrooms. 
Careful records are maintained on all aspects of 
the examination, treatment and the progress of 
the child, both medically and as far as his educa- 
tion is concerned. We use colored motion pic- 
tures extensively, in fact on every child. We feel 
that this is the only method by which we can 
really evaluate function and progress, balance and 
other phases of development. These pictures are 
repeated after every major change in the child’s 
development process, or any change in the treat- 
ment program. 

Such a local program as the one I have de- 
scribed receives assistance and cooperation from a 
large variety of community agencies. The Par- 
ents Club offers volunteer workers, recreation and 
parent education programs. A local sheltered 
workshop employs our older children as they 
reach the end of their academic work. This work- 
shop also makes a large part of the equipment 
that we use in the school. The local chapter of 
the National Society for Crippled Children and 
Adults provides funds for the occupational ther- 
apy supplies, school equipment, matron services, 
luncheon program and many other things. A 
local United Cerebral Palsy affiliate, which has 
just been organized in our area supplies a variety 


*Assistant clinical professor of orthopedic surgery, 
University of California Medical School, San Francisco, 
California, and orthopedic surgeon, Santa Rosa, Cali- 
fornia. 
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of services and coordinates the efforts of a group 
of service clubs, indicating where their help can 
best be used. The Mental Hygiene Clinic pro- 
vides psychiatric and psychological social service 
help to our children and their parents. The 
County Medical Society provides public education 
and orientation on the subject of cerebral palsy 
through the cooperation of our local newspapers 
and radio programs. 

We have a number of problems and I will just 
mention them to you. Future funds for school 
expansion and the building of new facilities are 
being studied by the state legislature and some 
solution will come, I am sure. There is a definite 
shortage of therapists in our area and we've had 
great difficulty in getting needed therapists, both 
occupational and physical therapists. Transporta- 


tion is particularly a problem for us because we 
cover an area of some several thousand miles, and 
getting these children in and back to their homes 
is difficult. Vocational training remains one of 
the great big problems. How can we fit these 
youngsters into a vocational training program that 
really best suits their needs? We need to work 
hard and study long on this particular problem. 
There is a growing awareness of this situation 
and I am hopeful that progress will be made by 
continuing cooperation of various groups inter- 
ested in these problems. 

I feel that these local programs, the 50 centers 
working in California, are doing a much needed 
job and form an important link in the chain of 


coordinating our resources for the cerebral palsied 
child. 


PETER COHEN, M.D.* 


The Cerebral Palsy Diagnostic Clinic with 
which I am associated was set up in 1946, follow- 
ing the establishment of the cerebral palsy pro- 
gram in the state of California, at the University 
of California Hospital, under an arrangement 
with the state department of education. These 
services are available without charge to all chil- 
dren who are diagnosed as having cerebral palsy 
or in whom there is a question of cerebral palsy. 
The diagnostic clinic accepts children for evalua- 
tion from birth to the age of 21 years. A med- 
ical report indicating that the child may have 
cerebral palsy is required. Children are referred 
by health departments, by clinics, by schools 
working with cerebral palsied children, and by 
private physicians. Because of the intensive in- 
vestigation and procedures done, we see only a 
few children at any one time, so that there is a 
waiting list, even with the careful selection of 
children who seem to deserve the services we 
have to offer. 

At the time the child is seen at the clinic, the 
parents are interviewed by a social worker, the 
child is examined by a psychologist, and a med- 
ical evaluation is done by a physician. In addi- 
tion, there are orthopedic and neurological con- 
sultants in the clinic, as well as a physical ther- 
apist, occupational therapist and a speech therapist, 
to give whatever information they can in relation 
to the child’s problem. In some cases electro- 
encephalograms, audiometric evaluations and eye 
examinations are done if indicated. 

Before the child leaves our clinic, the problem 
is reviewed and many parents feel that for the 
first time they have some clear understanding of 
the problem. Others still do not have a clear 
concept because of the complications and the seri- 
ous prognosis that some of these children have. 
At any rate, an attempt is made to inform the 
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parents in the presence of the social worker. The 
social worker, with the ability to talk to people 
and counsel them, is very helpful in this particu- 
lar type of situation. 

Following the initial examination, recommenda- 
tions are made for follow-up. These are some- 
times very general in relation to the type of pro- 
gram and treatment which the child may need, 
because the child may return to an area where 
competent orthopedists and physicians can make 
specific recommendations in each case. 

A report of the examination is sent to the local 
health department in the county where the child 
lives, as well as to the agency or physician who 
may have referred the child to us, so that what- 
ever information we may have accumulated will 
be available to them. The information which we 
gather would have little value for the patient if 
it did not reach those who would be working 
with him. 

A few of the children examined at the clinic 
are selected for admission to the residence school. 
Sometimes they are referred to the clinic for that 
purpose and, if we confirm the recommendation 
on evaluation, arrangements for admission to the 
school are made and he then has available to him 
the services of a complete training program. In 
addition to the medical service, there is an inten- 
sive program of physical therapy, speech therapy, 
occupational therapy, an educational program and 
a recreational program. We have also had a 
start at a prevocational training program for the 
older child, in which the aid of the sheltered 
workshop in San Mateo County has been enlisted. 

There is no charge for the child while he is 
at the residence school. This is part of the public 


*Supervisor, cerebral palsy program and associate pro- 
fessor of pediatrics at the University of California School 
of Medicine, San Francisco. ‘ 
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school system, under the administration of the 
state department of education and is comparable 
to the schools for the blind or the deaf. The only 
expenditure for the family is that for clothing 


and incidentals. The crippled children’s service 
of the state and local health departments cooper- 
ate in the cost of such services as bracing and 
surgical procedures which may come up while 
the child is in the residence school, but for other 
ancillary expenses not covered by the school or 
by the crippled children’s services, local private 
agencies such as the United Cerebral Palsy Asso- 
ciation and the Society for Crippled Children and 
Adults are called upon. 

One Christmas, when the residence school was 
in Redwood City, an organization of United Air 
Line employees wanted to buy toys for the chil- 
dren. It was pointed out that the children got 
plenty of toys and that the money could be better 
utilized, so a fund was set up which is now avail- 
able for transportation of families to visit their 
children in the school more often than they other- 

wise might be able to do. 

: While at the residence school, the child has 
available to him the services of medical specialists 
such as the orthopedist, the physiatrist, and neu- 
ologist and a psychologist, who study the child in 
order to review the original findings and deter- 
mine whether the original evaluation was correct. 
A simple examination of a child by a psychologist 
is often not accurate in estimating his intellectual 
ability, esvecially in the physically handicapped 
child, so that serial examinations over a period of 
time are necessary to properly evaluate these chil- 
dren. Here, too, the social worker has an op- 
portunity to carry out a certain amount of case 
work services with the child and its family, inten- 


sifying her efforts wherever this seems necessary. 

Families are encouraged to come as often as 
they can and to bring other members so that the 
child does not feel he is being set aside but that 
he is still an integral part of the family. We feel 
this is extremely important, since each child even- 
tually returns home to his community and must 
continue to be identified with his family. 

Periodic staff conferences are held during the 
residence school period, so that the child who is 
divided into little pieces in occupational therapy, 
physical therapy and speech therapy, is finally 
brought back together again. All the members 
of the staff who have worked with the child are 
given an opportunity to discuss the child’s prog- 
ress or lack of progress and, in this way, to coor- 
dinate the activities of the program at the school. 
This is not limited to the staff at the school, but 
personnel from the community where the child 
is to return are also asked to attend the confer- 
ence. This is particularly important in planning 
for discharge, so that whatever recommendations 
we make will have some meaning ir. relation to 
local available services. Sometimes discharge from 
the school is postponed on the basis of informa- 
tion we receive from a public health nurse, teach- 
er, Of someone in the community who is aware 
of the problems which will confront the child 
when he returns home. 

Coordination, therefore, exists not only within 
the program itself, but with the community as 
well and, since this is one of the highlights of our 
meeting this morning, I feel it necessary to stress 
this point. Our efforts will have little meaning 
unless the child has some place to return, and 
unless the community is aware of the child’s needs 
and tries in some way to meet them. 


PATRICIA HOLSER, O.T.R. 


Employment opportunities are of primary im- 
portance to the adult cerebral palsied. Public 
Law 16, which is administered by the bureau of 
vocational rehabilitation in the state of California, 
provides help in higher education or vocational 
training for all handicapped persons. Many of 
our mildly handicapped cerebral palsied are thus 
helped to find employment, but those who are 
moderately and severely handicapped have a hard 
time. It is even difficult to know what they can 
do, vocationally speaking. 

Two agencies in California who are interested 
in employment opportunities for this group are 
the National Society for Crippled Children and 
. Adults, and the United Cerebral Palsy Associa- 
tion. There are also a few agencies who are 
giving some aid, such as Goodwill Industries, and 
some rehabilitation centers whose main aim ‘is 
therapy but which have started sheltered work- 


shops in conjunction with the therapy such as 
the Mt. Diablo Therapy Center in Walnut Creek. 

The Crippled Children’s Society, I believe, has 
three workshops in operation: one in San Mateo 
County at Burlingame which is a sheltered work- 
shop; one in San Jose which is sheltered; and one 
in Los Angeles, sheltered, but recently expanded 
to provide vocational training also. 

United Cerebral Palsy has three workshops: 
one in San Francisco which is sheltered; another 
in Fresno which is both a sheltered and vocational 
training center; and a third in Los Angeles which 
is a vocational training center. 

A vocational training center usually provides 
training in a specific area with employment in 
outside industry as its ultimate goal; whereas a 
sheltered workshop usually provides employment 

se. 

As we all know, employment of the cerebral 
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palsied is probably the most difficult of all the 
physically disabled particularly because of the 
associated handicaps such as speech and hearing 
disorders, difficulty with eye-hand coordination, 
spacial or shape discrimination, to mention a few. 
Furthermore, employers have reacted sympathet- 
ically toward employing other handicapped peo- 
ple, but because of associated problems mentioned 
previously and the very nature of cerebral palsy 
itself, it indeed becomes a problem to even ascer- 
tain what they can do. 


In September of this year, I contacted five 
workshops in California which reported what jobs 
their cerebral palsied were performing, which can 
be divided into nine categories. 

1. Furniture refinishing. All workshops reported the 
most severely involved can do some phase of this activity. 

2. Packaging. Large and small objects were pack- 
aged for shipping on a sub-contract basis. Operations 
range from very simple to highly complicated jobs which 
require following exact printed specifications. 

3. Office work. Included typing and filing. 

4. Power machine work, Using drill presses, sanders, 
bandsaw, lathe, jointer, burrer, and _ riveter. 

5. Light assembly. Work included soldering, screw- 
ing, bolting, gluing, or riveting parts together. 

6. Salvage work. Included grinding, cutting, or 
peeling off unwanted parts. 

Sewing contract. Included repairing, basting or 
folding. 

8. Sorting projects, Sorted as to size, shape and color. 

9. Miscellaneous projects. Included shoe repairing, 
switchboard, child care attendants, upholstery work, print 
shop, some handicraft (such as weaving or ceramics), 


spraying, decal work, small parts inspection, stock con- 
trol, building specialized furniture, and letter dye 
stamping. 

Therefore, from this list we know that a cere- 
bral palsied person can produce. 

Being most familiar with the United Cerebral 
Palsy workshop in Los Angeles, because I am 
associated with them, | shall outline their indus- 
trial production workshop program to show what 
they are doing specifically. 

The vocational training workshop has been in 
Operation a year and seven months, for the cere- 
bral palsied. It has a vocational training director 
who secures all the job contracts, and a shop 
supervisor and instructor who are directly con- 
cerned with supervising the work of the trainees. 

The average daily attendance is 36 trainees. 
Their average age is 26 years and the program is 
open to any 16 years or older. We have had 12 
employed in outside industry after they were train- 
ed at the workshop, and these trainees have spent 
from six to nine months at the center before we 
obtained outside employment for them. The 
minimum wage scale is 25c an hour, and they 
work a 7-hour day. 

Twenty companies have given the workshop 
job contracts, five of which are the major air- 
craft companies in the area. One aircraft com- 
pany has provided 50 different assembly proj- 
ects and this work is scheduled through the mid- 
dle of next year. 


ADA MARIE LAWSON, O.T.R. 


As most of you probably realize for years the 
Benevolent and Protective Order of Elks has 
been trying to help those who are in need of 
assistance throughout the United States. In 1950 
the California Elks Association, which is com- 
posed of all of the lodges throughout the state, 
realized that their membership of almost 100,000 
could take on a major project to help some group 
of handicapped children within the state. There- 
fore, they composed a major project committee, 
which was formed of seven outstanding Elks in 
our state, to organize and operate the project. 
Realizing their limitations in medical knowledge 
they consulted people within the state of Califor- 
nia who were leaders of their various agencies 
and knew what the problems were and what 
facilities were available. Those consulted in- 
cluded Dr. Marcia Hayes, Mrs. Esther Smith 
from the Crippled Children’s Society, and Mr. 
Frank Doyle from the department of special 
education. 

It was agreed that the cerebral palsied chil- 
dren in the rural areas were those who had the 
least educational and medical facilities available. 
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However, it took a great deal of time to decide 
just how these children could be helped because 
the mileage was so great between their homes 
and the population was very sparse. Therapy 
mobile units were finally decided upon as being 
the most advantageous way to attack this prob- 
lem. 

Each unit is composed of a therapist with a 
fully equipped station-wagon so that she can go 
to the homes to work with the parent and child. 
Because she can go to a territory possibly only 
about twice a month, perhaps once a week, par- 
ent training is one of the major factors. While 
working in the homes the therapist can obtain 
a better understanding of daily problems that 
confront the child and family members. Many 
things that are covered up, frequently not on 
purpose, or are forgotten in a clinical situation, 
are noticed during these home calls. This might 
be a misunderstanding between siblings or, in 
some cases, a feeling of guilt in the parent is 
found. Many little things may be found in the 
home that the parents haven’t realized could be 
adapted very easily without interfering with the 


general family routine and would greatly increase 
the independence of the child. The progress of 
the child in the home therapy program corre- 
lates with the cooperation and interest of the 
parents, and the rapport between the parent and 
the child. In some cases where we find that the 
rapport is not what we would like, we have found 
that a sibling can cooperate with us and under- 
stand the program sufficiently. 

The first division of cerebral palsy mobile units 
was put in the Eureka area to serve the north- 
west counties of the state. In 1951, when this 
division was started, the crippled children’s serv- 
ice of the department of public health was hold- 
ing a bi-monthly cerebral palsy clinic for diagno- 
sis and medical attention. However, no therapy 
was available at that time and the only service 
they had been able to establish, other than bracing 
and periodic checks by the doctor, was sending 
the child down to the diagnostic clinic in San 
Francisco. This first division was started with an 
occupational and physical therapy mobile unit. 

In 1952 it was realized that the cerebral palsy 


_ case load, plus a number of cleft palate children 


in the area that were seen in the crippled chil- 
dren’s service plastic clinic but were not followed 
through with any speech therapy, warranted the 
development of a speech therapy mobile unit. 
Each year the major project committee has added 
a new division, or more units, as they were need- 
ed. The location of these new divisions was de- 
cided upon according to the number of cerebral 
palsied children in an area not receiving treat- 
ment. The division headquarters is usually in 
the city where the local health department is 
located, although practically all of the children 
that we work with are in the outlying areas. One 
of our divisions is in Fresno where there is a 
large school. The therapists do work with the 
local staff, but work chiefly with the children 
who are in the rural areas. At present there 
are five divisions composed of fourteen mobile 
units. The type of units in each division is deter- 
mined by the case load and the needs of the 
children in the area. 

Although the project was started just for cere- 
bral pa!sied children, it has changed to include 
other physically handicapped if the therapist’s 
case load will permit. These other handicapped 


children are the ones seen either in the plastic 
clinic for children with cleft palates or in the 
other orthopedic clinics and are referred to us 
in the same manner as those from the cerebral 
palsy clinic. 

Presently, the total case load for all of the di- 
visions is 321 children, of which approximately 
50% are cerebral palsied children. The average 
case load of a therapist is 41. This would ap- 
pear to be low except that most of the therapists 
average about 2,000 miles of travel per month 
and these are one-therapist departments with 
practically no voluntary assistance. 


The equipment is similar to that in other de- 
partments except for the large pieces which are 
needed by an individual child. These are usually 
made by the family or by somebody locally for 
that particular child. Other pieces that might not 
be needed for a very long period of time are 
adapted so they are easily carried in the station- 
wagons. Small pieces of equipment are carried 
in cabinets built into the station-wagons while 
the larger pieces are carried in frames to pre- 
vent their moving about in transit. A great per- 
centage of it is handled on a loan basis. There- 
fore, a child can be loaned a piece of equipment 
for as long as he can benefit from it—then it 
is taken back and loaned to another child need- 
ing it. In this program only one child can use a 
piece of equipment at a time so the inventory 
will show duplication on a great many of the 
pieces that are felt to be most important in treat- 
ment. 


At the inception of the program the major 
project committee realized that the therapy mo- 
bile units were helping the problem of today; 
they were also concerned about tomorrow. So in 
their planning they granted a sum of money to 
be used for research on a cerebral palsy project 
at the University of California at Los Angeles. 
Also, they granted scholarships to students in 
occupational and physical therapy and for special 
education teachers in the hope of encouraging 
people to enter these fields where the demand is 
great and trained personnel is limited. A total of 
366 of these scholarships have been granted dur- 
ing the five years that this program has been 
functioning. 
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Session on The Retarded Chita 


A PEDIATRICIAN LOOKS AT 
MENTAL RETARDATION 


FRANZ BAUMANN, M.D.* 


Mentally retarded children should be looked 105 in one year. In another group, a child classi- 
upon as normal children with a brain deficit. The fied as “obviously retarded” was called “obviously 
evaluation of the deficit is a difficult problem and superior” twelve months later. This is no reflec- 
calls for team work by many disciplines. The tion upon the psychologist or psychometrist, but 
pediatrician will attempt to interpret the find- indicates how difficult it is to “measure” intelli- 
ings and give the parents an understanding of gence in these children. If the brain deficient 
the overall picture. He should then be in charge child also has a physical handicap, one can read- 
of all the plans for a therapeutic program. The ily see that standard testing methods have little 
cost of such a plan obviously is so great that it value. Likewise air studies of the brain may in- 
cannot be met by private means in many cases. dicate marked atrophy in early life and yet show 
A nursery school situation especially created for normal development later on. 
this purpose is of great value as a diagnostic and The vastness of the problem of the retarded 
therapeutic adjunct. Suich a pre-nursery program child can be realized if one considers that about 
exists in Children’s Hospital in San Francisco, one per cent of the general population of this 
sponsored by the local United Cerebral Palsy country or approximately 1,500,000 people may 
Association. be considered mentally retarded. And this has 

In the evaluation of children, it is attempted been called a conservative estimate. Of all these, 
to classify them in a manner which will give approximately ten per cent require special facili- 
the staff members a general idea as to the goals ties. The state of California which now has its 
that are to be attained. This requires the mak- institutions overcrowded, provides 6700 beds for 
ing of an accurate medical diagnosis. It is at- retarded persons and will require at least 6,000 
tempted to determine what the child’s ability or more. Institutional care obviously is difficult to 
capacity may be. This might roughly be classi- obtain; often it is unnecessary. Groups of parents 
fied as: (1) possible restoration to normal; (2) are beginning to develop community programs 
limited, but self sufficient eventually; (3) part- in many regions. Such organizations, in addi- 
ly dependent always; (4) probably totally de- tion to the providing of teaching facilities, may 
pendent always. This classification must be re- create an atmosphere of mutual understanding in 
viewed at intervals; all rehabilitation efforts which much of the individual mother’s and fa- 
should be directed toward the goal. In the very ther’s confusion can be dealt with. Parents in 
young child, most of the therapy must be done such groups are less likely to have severe guilt 
in a play situation which already exists in the feelings or the need to fix the blame; nor are 
nursery school. The nursery school has the fur- they too likely to be exploited by quacks promis- 
ther advantage that it represents a group and af- ing miracle cures. 
fords an opportunity for socialization, and par- What are the causes leading to the develop- 
ent education can be carried out concurrently. ment of retardation in such large numbers? Ex- 

The retarded child represents a delicate emo- cept for a group of hereditary conditions such as 
tional problem. Parents often find it hard to hereditary idiocy and familial defects, we are 
play or talk with him because he cannot re- generally dealing with two groups of children. 
spond in the usual and customary manner. His’ One, the larger, is that in which something has 
psyche requires just as much care as his soma. gone wrong between conception and birth. ‘The ; 
Emotional development follows a pattern similar other and smaller group consists of children who i 
to that of a normal child, but at a markedly re- were normal at birth, but to whom something i 
duced pace. Thus, a nursery school situation will happened at a later time. The first group may 
allow for the individual play of a two year old _ be referred to as the prenatal, the second as the 
and the beginning of group activity of the three post-natal group. I might add, parenthetically, 


year old. that the term “birth injury” does not fit into 
In evaluating these children in the beginning either concept. 
or later, we must constantly keep in mind the The pre-natal factors were reviewed in the 


inadequacy of our common yardsticks with which *Attending pediatrician, Children’s Hospital, San Fran- 3 
we are accustomed to measure development. In cisco; medical director, Golden Gate Nursery Schools, : 
one child, for instance, the IQ varied from 70 to San Francisco. 
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AMA Journal of September 17, 1955. In this 
survey the obstetrical history of more than 1,100 
retarded children in Baltimore was reviewed. In 
a rather ingenious manner, the authors were able 
to run statistically valid controls. The records of 
these mentally defective children showed signi- 
ficantly more complications of pregnancy and 
delivery, but also more prematurity and abnor- 
mal neo-natal conditions than a similar number 
of matched controls. 

In two older references it is brought out that 
pre-natal care can do much to modify the inci- 
dence of prematurity. Nutrition during preg- 
nancy and the socio-economic level of the mother 
are probably responsible for the fact that there is 
a markedly greater percentage of premature de- 
liveries in charity hospitals than in private hospi- 
tals. Stewart H. Clifford of Harvard describes 
a group of 750 expectant mothers receiving an 
especially good diet; not one of them had a 
premature baby. A similar group without the 
special diet had 37 early deliveries. It is obvious 
that one should improve pre-natal care, especial- 


_ ly nutrition, in order to prevent this one cause 


of prematurity. The infant born at term is not 
only less likely to have a brain deficit than a 
premature baby, but he is also a healthier child 
and better general risk. 

The post-natal and non functional causes of 
mental retardation include convulsions, high fe- 
ver, meningitis, encephalitis, toxins and poisons 
such as carbon monoxide and lead, head injuries 
and others. Many bacterial organisms can cause 
acute and chronic diseases of the central nervous 
system, and many viral agents can do the same. 
One must keep in mind that the encephalon is 


more complicated than the motor cells common- 
ly involved in poliomyelitis. For almost all the 
bacterial agents adequate therapy is now avail- 
able so that even tuberculous meningitis holds 
less terror than it did a few years ago. We will 
see less retardation due to sequellae of infections 
vf the brain with microbial agents as time goes 
on. One can also hope that in the predictable 
future this may be true of nervous system infec- 
tions caused by viruses. 


Intra-uterine causes such as rubella during the 
first trimester of pregnancy, sensitivity to blood 
factors such as Rh, radiation and others, may 
have one common denominator with all the other 
causes of brain deficit: anoxia. In high fever, 
the oxygen-carrying ability of hemoglobin is re- 
duced. Anoxia rather than febrile disease it- 
self, might be the true reason for the degenera- 
tion or destruction of the brain tissue. Much re- 
search needs to be done in this area as well as in 


most other aspects in the field of the mentally 
retarded. 


As of right now, we must do the best we can 
in treating these children according to our pres- 
ent concepts. So-called custodial care should be 
a matter of the past; active therapy or rehabili- 
tation are our hope. We must have an open mind 
when new theories are advanced or new methods 
are presented. 


The future of the problem of the brain defi- 
cient child still is an open book. I sincerely be- 
lieve that, regardless of what the eventual treat- 
ment of any given case may be, you, the occu- 
pational therapist, will be an important part of 
it. 


CURRENT THEORIES IN ETIOLOGY OF 
MENTAL RETARDATION 


WILLIAM J. WEDELL, M.D.* 


For many centuries, the general attitude to- 
ward mentally retarded children was to keep them 
alive as inconspicuously and as cheaply as pos- 
sible. While that type of program partially ful- 
filled the needs of its day, it certainly added noth- 
ing to our knowledge for the prevention and bet- 
ter treatment of the retarded child. Within the 
past two decades, a revolutionary change has oc- 
curred in the attitudes toward the retarded child 
and, in general, towards all mental illness. A new 
philosophy has arisen, which is based more on 


‘capability than disability and is a much more 


positive approach to the problem. It is, after all, 
far more important to know what a child can 
do than merely what he cannot do. The new 
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philosophy no longer accepts most retarded chil- 
dren as merely wards for custodial care, but is 
founded on the determination to do something 
for them. 
Definition 

It is not always easy to define mental retarda- 
tion, particularly when dealing with the border- 
line group of disorders. Even the more severely 
retarded children often require a great deal of 
study and treatment before a diagnosis can be 
established. Some of the problems arise because 
learning, intelligence and behavior are such high- 


*Director, cerebral palsy research project, University 
of California Medical School, San Francisco, California 
and Sonoma State Hospital, Eldridge, California. 
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ly complicated acts and depend on so many var- 
iable factors like interest, attention, memory, 
fatigue, anxiety, etc. 

It has been some 60 years since the work of 
Dr. Binet, who gave us one of the best guides 
for mental ability. His tests have been modified 
and revised, but are still universally used. Dur- 
ing these same 60 years, there have been tre- 
mendous advances in our knowledge of the brain, 
its functions and its diseases. For many years, the 
“frontal lobes” were felt to be essential for learn- 
ing and intelligence. Much recent experience 
with brain tumors, penetrating wounds of the 
head, brain abscesses, and prefrontal lobotomy 
has shown amazingly little and often no altera- 
tion of intelligence after extensive damage to 
that portion of the brain. This has then caused 
a more intensive investigation of the posterior 
half of the brain, where the primary sensory 
areas are located for vision, hearing and touch. 
At present, it seems that these three sensory areas 
and the surrounding brain tissue are the funda- 
mental regions for perception, attention, memory 
and learning. If there is damage to only one 
side of the brain, the process of learning can 
proceed at a normal or near-normal pace. If 
there is extensive injury to both sides of the 
brain, then learning often proceeds at a very slow 
and incomplete pace. Even with bilateral brain 
damage, very careful and complete evaluation by 
a team of interested people is essential for an 
accurate diagnosis and prognosis. Very few med- 
ical or psychological problems require so much 
teamwork and the cooperation of so many dif- 
rent consultants from many fields of medical 
work. 

You are all aware that the current literature 
in the field of mental retardation still shows a 
great deal of confusion in the description and 
classification of cases. It is important to keep 
in mind that this is a large subject and can hon- 
estly be viewed from many different angles and 
each time show quite a different picture. In every 
article and discussion of mental retardation, one 
must always keep in mind who is the author 
and from what viewpoint he is seeing the prob- 
lem. 

I should like to say a few words about mental 
retardation and its causes as seen from the neu- 
rological point of view. You must keep in mind 
that the neurologist is not the first to see many 
of the cases of mental retardation, and that the 
psychologists and psychiatrists treat successfully 
a large number of emotionally disturbed children 
who are temporarily functioning as retarded chil- 
dren. The neurologist sees most cases upon re- 
ferral from family doctors or in pediatric clinics, 
epileptic clinics and cerebral palsy clinics, and in 
state and private facilities for the mentally re- 
tarded. From personal knowledge of several hun- 
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dred retarded children, I would like to present 
briefly a classification of the common causes of 
mental retardation. 


First, and most important, are the types of dis- 
orders which are called congenital malformation 
of the central nervous system. These are similar 
to other congenital disorders of the body, and in 
a way resemble congenital diseases of the heart, 
or of the extremities, such as club foot. It’s the 
type of disorder that we know the least about, 
except we know that something went wrong dur- 
ing the growth and development of the fetus be- 
fore the time it was born, and that certain lobes, 
convolutions and gray matter of the brain were 
arrested and incompletely developed in their 
structure. This is usually of the so-called cortex 
or gray matter of the brain, but at times involves 
other structures of the brain as well. This con- 
genital type of malformation accounts for at 
least 50% of mental retardation, and there are 
other authorities in the field that will actually 
increase this figure to as high as 60% or 70% 
of the cases of mental retardation. It also in- 
cludes mongolism, microcephalic and hydroce- 
phalic conditions. 

The next important cause of mental retarda- 
tion is due to the so-called destructive diseases 
of the central nervous system, and these would 
account for about 30% of the cases of mental 
retardation. These destructive processes can be 
divided into two large groups; the first, due to 
trauma, or injury to the brain; the second, due 
to infections. Each of these groups would make 
up about 15% of the total population of men- 
tally retarded children. Trauma is quite uncom- 
mon with normal labor and delivery. It is more 
common in premature babies. In a large num- 
ber of cases, prematurity with babies weighing 
less than four pounds is one of the common fac- 
tors which one encounters in their history. It is 
also important to remember that there are trau- 
matic conditions like head injuries after the baby 
is born, in early infancy, or in early childhood. 
This is actually an increasing problem as we see 
more and more children nowadays who sustain 
severe head injuries and skull fractures primar- 
ily from automobile accidents. 


As far as the infectious diseases are concerned, 
meningitis, encephalitis, abscesses, etc., this is a 
field which has been completely revolutionized 
in the last 15 years with the advent of the sulfa 
drugs, penicillin and the newer antibiotics. There 
is still room for improvement, and still room for 
further research to be done in these new miracle 
antibiotic drugs. We still need better drugs for 
the treatment of tuberculous meningitis, and we 
still need antibiotics for the virus infections. 


The next group of retarded children which are 
likely to fall into a neurologists’s hands are those 
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which filter through a psychiatrist and still are 
emotionally disturbed and functioning as retard- 
ed children. I don’t know why the psychiatrists 
let these children get away from them, but they 
seem to think they are organically disturbed, or 
have organic brain disease. Anyway we see about 
10% of such children in the clinics, children 
who are primarily there because of emotional 
problems, and who with adequate treatment have 
a good prognosis for complete recovery. 
Finally, I would like to say a few words about 
the remaining 10% which we encounter, which 
we will call the miscellaneous disorders of the 
central nervous system. The commonest are those 
which are due to the incompatibility of the Rh 


blood factor, probably about 3% of the children 
we see. Then there is quite a variety of rather 
rare diseases, each them making up 1% or 2% 
of a retarded population. These would include 
such disorders as amaurotic idiocy, unknown types 
of degeneration of the brain and spinal cord, 
tumors and certain toxic agents such as lead and 
other poisons. 

The correct diagnosis of mental retardation is 
often difficult to make, and requires many spe- 
cial tests in selected cases. However, one should 
always try to ascertain the cause of the illness, 
for obviously the best treatment program de- 
pends on all our knowledge of the cause, extent 
and course of the illness. 


EDUCATIONAL CONSIDERATIONS 


EVELYN L. BLACKMAN, M.P.H., Ed. D.* 


In considering educational opportunities for 
the retarded child and how these relate to the 
role of the occupational therapist in the educa- 
tional program, I would like, first, to make a 

“few generalizations which may serve as a frame- 

work. In general, most educators would agree 
that the educational opportunities given any child 
are selected to enable him to develop into the 
kind of person that, potentially, he is capable of 
becoming. Any limitations which are imposed 
of necessity, begin with the “potential,” that is, 
what is the potential of a bright child who is 
handicapped physically, or what is the potential 
of a mentally deficient child who is not physi- 
cally handicapped in any way, or what is the 
potential of a mentally deficient child who is 
.also physically handicapped. As our considera- 
tion here today is of the “potential” of the men- 
tally deficient child, with or without additional 
physical handicaps, we are considerably limited 
in our scope, but not in our approach. 

The White House Conference defined children 
of moron grade as “those children who (1) may 
learn to read and write to some extent under 
special instruction but who will profit little from 
ordinary academic instruction beyond the fourth 
or fifth grade; (2) who may learn to perform 
relatively simple, unskilled, occupational or in- 
dustrial tasks with occasional oversight, and may 
be capable of earning a living under favorable 
conditions and under supervision, but who are 
incapable of progressing industrially beyond the 
common labor or (threshold) levels in simple 

_ trades or industrial pursuits; (3) who may ac- 
quire some advantageous social habits but who 
are incapable of successful adjustments to chang- 
ing social or industrial conditions independently 
of outside help . . .”” 
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The occupational therapist, in general, is only 
incidentally concerned with the fate of the retard- 
ed child or young adult who is physically able 
to function under his own power. Development 
of the slow learning child is the responsibility of 
a teaching institution, and the occupational thera- 
pist, as a teaching member in such an institution, 
may become an increasingly active participant in 
programs which are designed to promote motor 
skills co-ordinate with prevocational or vocational 
training. We all know that slow physical de- 
velopment, even in the “normal” child is the 
source of great frustration and anxiety; conse- 
quently, physical education and recreation pro- 
grams have been developed to help children to 
improve their physical agility or ease of move- 
ment. The severely retarded child who has not 
had the benefit of these programs is even more 
hampered because of his lack of coordination and 
his inability to achieve success in minor tasks 
that involve dexterity of movement. 

The occupational therapist, in working with 
children who in addition to their mental retarda- 
tion are also physically handicapped in some 
way, has an extremely difficult role to play. How 
well equipped is the therapist for this role? Is 
it possible to provide a curriculum for the thera- 
pist that will combine highly technical knowl- 
edge of physical medicine and psychiatry with 
skills in many crafts, and also prepare him for 
a difficult teaching role? The twentieth century 
approach to problems in medicine, public health 
and education has increasingly become interdis- 
ciplinary. In most universities and colleges an 
attempt is made to inculcate within one curricu- 
lum the theoretical bases of the allied disciplines; 


*Executive director, East Bay Association for Retarded 


Children, Oakland, California. 
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thus in public health, for example, we find opti- 
mum health described as physical, mental and 
social well-being. In education we find emphasis 
on the “whole child” concept; and in medicine 
and psychiatry, we find renewed emphasis on 
psychosomatic considerations in treatment and 
prevention. All of these approaches require a 
highly technical skill in a profession whose theo- 
retical bases are broad enough to assume that the 
individual does not exist in isolation from his 
environment. 

It would be ridiculous to insist that the occu- 
pational therapist, for example, be equally skilled 
in all of the professions which contribute theo- 
retically to the curriculum of occupational thera- 
py, but it is not ridiculous to insist that because 
the therapist's role is largely a teaching one, he 
obtain more than a superficial acquaintance with 
basic learning theory and the methodologies of 
teaching. The child or young adult who is par- 
ticipating in the teaching-learning process brings 
to it his own perception of the learning task 
and his own ability to perform. The teacher, on 
the other hand, brings to this process his own 
perception of the learning task and the child’s 
ability to achieve. Entwined and intermingled in 
this process are all of the social-cultural values 
which either enhance or diminish the importance 
of the task at hand and allow the teaching-learn- 
ing process to be tolerable or intolerable. For 
example, the mere fact that success in a task is 
highly valued in our society can so color the 
teaching situation with the retarded child that 
his limitations are not respected. On the other 
hand, to ignore the tremendous emotional sup- 
port which success in some small way can give 
him would be to ignore a highly important mo- 
tivational force. 

The physician, the nurse, the therapist—those 
who are concerned with the disabilities of the 
child—are confronted more frequently with the 
abnormality of the situation and the need for ac- 
curate diagnosis, remediation, research. The teach- 
er or counselor, because of the nature of teach- 
ing itself, is more concerned with the child him- 
self—not the child im spite of his handicap or 
deficiency, but because of it. To the teacher, the 
child is not a moron, an imbecile, a cretin, or an 
idiot—he may be a child with the chronological 
age of ten, a mental age of five, and an emo- 
tional age of eight. He may be a child who is 
functioning up to what can be expected of him 
or he is not. He may be a happy child, or a 
sad little creature. He may be a child who gets 
along with his peers or he does not. How can 


the teaching situation be improved so that the 
needs of these children can be met. 

Special education, in California at least, par- 
ticularly with regard to teaching mentally retard- 
ed children, is still in its infancy. The good teach- 
er of special education (and this may include 
the occupational therapist) needs to know enough 
about psychological testing and vocational test- 
ing to know how these interpretations bear upon 
his teaching. He should know, for example, that 
the results of present day intelligence tests with 
retarded children do not always afford the clues 
that more qualitative information does. How did 
the child approach the task: aggressively, with 
tears or with enjoyment. What were the devel- 
opmental clues: the use of his hands, his body. 
What does the teacher (or the therapist) know 
about vocational opportunities for the retarded 
child or young adult. What does he know about 
the research in this area, especially in regard to 
retarded young adults. 

The National Association for Retarded Chil- 
dren has recently asked all state and local groups 
to press for special education curricula in college 
and university teacher training departments. The 
fact that more of these young people are now at- 
tending school in special classes (where they must 
remain until they are eighteen years of age) has 
proved the need for a more concentrated inquiry 
into the special education curriculum itself. Al- 
though by no means widespread, special classes 
for the severely retarded have been started in 
some public schools and, privately, the sheltered 
workshop plan has been started for young adults. 
Social obligations alone have demanded that pro- 
vision be made for these young people: the prob- 
lems associated with increased longevity, such 
as dependency in later life; the hazards of an un- 
protected existence in large, municipal areas; the 
problems associated with delinquency. 

In closing, I would like to remind you that 
the art of teaching is an old and honored one 
and one whose record, good and poor, is reflected 
in the actions and the history of our people. Our 
dedication as a people to the humanitarian prin- 
ciple that every human being has not only the 
right but the privilege to make his contribution 
imposes upon us, as teachers or as members of 
teaching teams, the obligation to ask ourselves, 
singly and as members of large groups, “Are we 
truly helping others to help themselves.” 

(1) “Selective Placement for the Handicapped,” 
Bulletin of the U.S. Department of Labor, United States 


Employment Service (Rev. 1945): Washington, D. C., 
Ch, VIII, p. 84. 
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SOME CONTEMPORARY THINKING ON THERAPY 
AND TRAINING OF RETARDED CHILDREN 


ROBERT L. BRIGDEN, Ph.D.* 


Within the span of your lifetime, the mentally 
retarded child has been taken out of the closet 
formerly reserved for the family skeleton. No 
longer a source of family shame to be hidden 
from the world, the retarded child has been rec- 
ognized as a human being, as eligible for intel- 
ligent social consideration as any other child. 

Greater understanding of the etiology and na- 
ture of mental retardation, better public educa- 
tion on the subject, and the tremendously impor- 
tant Parents of Retarded Children movement have 
all been instrumental in promoting the new so- 
cial concept of the retarded child. Last year the 
national Council on Family Relations at its an- 
nual meeting for the first time included a gen- 
eral section on “The Retarded Child.” One of 
the leaders of this organization told me that, 
though they had for some time recognized this 
subject as an important one deserving attention 
in their deliberations, they had previously con- 
sidered mental retardation as too touchy a sub- 
ject to be safe to handle. They now felt, he 
said, that it was essential that they give considera- 
tion to this problem affecting over 700,000 fami- 
lies in the United States. 


The speakers who have preceded me have 
discussed the etiology and characteristics of men- 
tal retardation. It will be my goal to bring 
you some contemporary ideas in the areas of 
training and therapy for retarded children. I be- 
lieve that there are three primary goals. These 
_are (1) self-respect through orientation to Diety 
and society; (2) self-confidence through the de- 
velopment of skills; (3) self-realization through 
self-expression. Each of these goals is interde- 
pendent on the others. 

Now, what are the steps which we must take 
in order to achieve these goals. The first step 
would be to know the child—sociologically, phys- 
ically, mentally, emotionally, and educationally. 
This requires individual study by qualified peo- 
ple. Second, we must determine, by joint think- 
ing of these specialists, the retarded child’s indi- 
vidual needs, insofar as training and therapy are 
concerned. This would include the type of phy- 
sical environment which he requires, the social 
experiences which will benefit him, the types of 
training he needs, the media of expression which 
he is capable of employing. We must also con- 
’ sider the level of expectation which we should 
anticipate. In contemporary thinking it is main- 
tained that we should strive for the optimum 
level of performance as opposed to the maximum 
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level of performance. At the optimum level, the 
child is successful, feels comfortable, and enjoys 
what he is doing—and can therefore grow. At 
the maximum level, he is pushing against his 
own inadequacy, and the demands tend to make 
him discouraged, lose interest, and lose self-con- 
fidence. 

We should also decide what limits should be 
set. These would be standards of social accept- 
ability geared to his level of ability. We should 
determine what responsibilities he can assume. 
We must determine whether he should have a 
simple or a complex environment. Children with 
brain damage thrive on a simple environment, 
one which has a great deal of repetition and 
routine in it. Whereas an average child would 
be bored by this repetition and sameness, a re- 
tarded child gains security and comfort from 
them. In considering his needs, we must deter- 
mine the amount and type of therapies which are 
indicated, the characteristics of the people who 
will work with him, and the role which he will 
ultimately play in society. 

Having established the needs of the child in 
all of these areas, we are ready to develop his 
program. At Devereux, a residential ranch 
school for retarded children, the findings and 
recommendations of all the specialists are com- 
bined by a psychologist who plans the student's 
program, much as a physician might write a pre- 
scription for a patient. Through written reports 
and staff meetings, everyone who will work direct- 
ly with the child is informed of the program as a 
whole and of his part in it. The psychologist is 
also responsible for keeping parents informed of 
the child’s program and the part that they might 
play in it. 

Because in planning a program for a retarded 
child we must consider not only his personal ac- 
tivities, but also the larger milieu in which he 
will be treated, it is important that parents and 
the world about the child be considered. To ac- 
complish these things at Devereux School, group 
therapy sessions are held for parents. Brothers 
and sisters are also considered important, and 
conferences are planned for them. Very often 
siblings can understand a retarded child better 
than the parents can because of less emotional 
involvement, and can make a real contribution 
by helping the parents accept the child and the 
role which they might play. 


*Director, Devereux School in California. 
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Periodic review is made by the professional 
staff of a retarded child’s progress, and communi- 
cation is maintained with the family, referring 
physician and the staff members who are doing 
the immediate work with the child. The program 
is readjusted to the student as his needs change. 

Through this entire process, you can see that 
the retarded child is not being poured into the 
mold of some adults’ conception of what children 
as a group should be expected to do. Rather, a 
cooperating team of specialists is evaluating the 
child as they find him, accepting him as he is, and 
endeavoring to provide a milieu in which growth 
may occur. This entire process I have been de- 
scribing might be considered the framework of 
education and therapy and the means by which 
the goals of self-respect, self-confidence, and self- 
realization may be achieved. 

I would like to say a few words about the 
expression which I have used several times: edu- 
cation and therapy. 1 .am firmly convinced that 
those two nouns should be thought of as an in- 
separable pair. I can’t conceive of a child going 
to a reading class, which we would generally 
accept as education, without fiinding either good 
or bad therapy in that class. Similarly, when a 
child goes to an occupational therapist for, say, 
ceramics, he should, in addition to gaining self- 
expression, have learning experiences. I was very 


happy to hear Dr. Blackman emphasize this 
point. Thus, education and therapy should be 
two facets of a retarded child’s experience and, 
just as a teacher should be aware that her han- 
dling of a child in an academic class constitutes 
good or bad therapy, so should an occupational 
therapist realize that the therapeutic situation 
should also present teaching opportunities. Par- 
ticularly with retarded children, whose motiva- 
tion for learning is often relatively low, the oc- 
cupational therapist can serve as a catalyst to 
produce learning not only in her own specific 
area, but also in the other phases of a child’s total 
program. Remember that the real goal of both 
therapy and education is to help a child capitalize 
on his potential. 
SUMMARY 

First, modern thinking emphasizes the im- 
portance of individualizing evaluation and ther- 
apy-planning for retarded children. This is es- 
sential because of the great variations in needs 
and abilities from child to child. Second, we em- 
phasize keeping in mind the world around the 
child and orienting program planning in terms 
of the future as well as the present. Third, we 
recognize the importance of integrating all as- 
pects of therapy and training. Fourth, we em- 
phasize building on capabilities rather than con- 
centrating on disabilities. 


Session on Onthopedics 


BRACING FOR THE POST-POLIOMYELITIS PATIENT 


EDWIN R. SCHOTTSTAEDT, M.D.* 


This afternoon we want to bring to you some 
things about arm bracing that we are very in- 
terested in. We call it functional arm bracing 
as opposed to the other types of arm bracing 
which have been worked out in great detail by 
the Warm Springs group and by Dr. Bunnell. 
It is our feeling that functional arm bracing 
should be as efficient, eventually, as artificial arms 
are. If you can produce an artificial arm that 
does something worthwhile for the patient, that 
is functionally valuable to him, there’s no reason 
why you shouldn’t be able to turn out an arm 
brace that would do just as much for him. It 
has an added advantage to the patient, that of 
sensation—his own sensation rather than a wood- 
en or metal hand, or hook. 

Any arm brace, to be any good, has to be 
mobile. A patient must be able to move around 
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freely in it; it must not restrict his motions; and 
it must have enough power and strength to ac- 
complish something worthwhile for him or he 
won't use it. Also, it must do the things that 
he wants it to do, or he won't use it. One of 
the things that got arm bracing into disrepute 
earlier was that people expected that, just’ be- 
cause you put a brace on a patient, it would 
replace the multitude of activities possible to the 
upper extremity. No arm brace, no artificial 
arm, can do that. They can help a great deal, 
can make tremendous functional advantages 
available to the patient, but they shouldn’t be 
expected to completely replace lost function. In 


*Associate clinical professor of orthopedic surgery at 
the University of California School of Medicine; medical 
director at the May T. Morrison Center of Rehabilita- 
tion, San Francisco. 
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some cases the brace may be good for only one 
thing, one important thing to that particular pa- 
tient. When it is ordered and made, the patient 
should understand in advance that this is not a 
complete replacement. 

There are certain things that we feel are par- 
ticularly important for one to know before or- 
dering arm bracing, before working with arm 
bracing. Those things are the important motions 
that need to be replaced. Briefly these are (work- 
ing from the terminal device to the shoulder) 
1. Grasp. This would require a grasping device 
of one sort or another. This may be a normal 
hand; it may be anything from that to a hook. 
The apparatus that we have used is a Handy- 
Hand, a hard plastic shell in which the hand 
fits, that has an opposable thumb; a functional 
hand brace, a light metal brace with springs for 
joints, the entire thing being covered with plas- 
tic. We also use the Handy-Hook, a hook fitted 
to a metal hand piece set so that the tines of 
the hook lie between the thumb and index fin- 
ger. This will replace some portion of grasp, that 
is the equivalent of lateral prehension or cylin- 
drical grasp. At least it will replace something 
usable from the grasp point of view. Unless 
you can replace something in grasp you shouldn’t 
start. 


2. The next important motion, from our 
point of view, is pronation and supination. In 
order to bring the hand to the mouth, to bring 
it into writing position, to bring it any place 
where it can be truly usable, you need prona- 
tion and supination. This is gained, in our sys- 
tem of arm bracing, by a swivel joint friction 
sleeve operated manually or by normal remain- 
ing motion resisting an elastic motor. 


3. Elbow flexion and extension are of tre- 
mendous functional importance and almost equal 
grasp in replacement need. This motion is gain- 
ed by using a pin hinge joint with a manually- 
operated, variable-position, locking hinge on the 
arm brace or by elastic suspension of the fore- 
arm from the over shoulder hoop to an elbow cuff 
This last will eliminate the effects of gravity, al- 
lowing full utilization of weak elbow flexors and 
possible increased range if triceps is active to 
overcome the suspension. 

A reciprocator attached to the shoe provides 
a means of changing cable length so that knee 
and hip flexion can be transmitted to’ elbow 
flexion using the elbow cuff suspended from a 
shoulder hoop by the reciprocator cable. 

4. Equally important to pronation and supi- 
- mation are internal and external rotation of the 
shoulder. It was quite amazing to me to find 
out how many other things you cannot do if you 
cannot internally or externally rotate. If you 
have either internal or external rotators, you can 
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use a rubber elastic motor to go into a patient's 
lost motion, so that he can bring his arm back 
into external or internal rotation from the po- 
sition into which the elastic motor will lead him. 

5. Another very important motion is humer- 
al flexion. This does not have to be active. 
Backward flexion of the shoulder is also im- 
portant for then the patient can move back- 
wards against preset humeral flexion provided 
by attaching a humeral cuff to the shoulder hoop. 

6. Two other motions which we missed, that 
I am sure you will recognize at once, are wrist 
flexion and extension—very worthwhile motions 
which should be used if you can use them. But, 
if you have a flail wrist, we feel that it should 
be blocked up by a single extension from the 
hand brace or Handy-Hook to the wrist to give 
a stable wrist joint in slight extension, the nor- 
mal functioning position. If your patient has 
wrist flexors and no extensors, you give him 
rubber motors to give him wrist extension, or 
finger extension, and then he can pull against 
it. He can close his hand, and has something 
that will automatically open it. 

7. Humeral abduction is a motion that we 
would like to have. I understand from Vernon 
Nickel at Rancho Los Amigos that he has the 
answer. I haven’t seen the apparatus and so can- 
not go into detail. Humeral flexion alone is 
enough for anyone who is badly paralyzed. They 
really don’t need the other to accomplish sim- 
ple self-care activities. 

As far as harnessing is concerned, we have 
used the opposite normal hand, if there was one, 
to work an arm brace, or sometimes to set a 
Handy-Hand, but basically that isn’t what this 
is all about. We’re particularly interested in us- 
ing patient-supplied motor power, just as is used 
for an artificial arm. We'd like to use scapulo- 
thoracic motion, which as you know is either 
elevation, forward shrug, depression or retrac- 
tion. You can use any one of these four scapulo- 
thoracic movements in some phase of controlling 
either an artificial arm or an arm brace. For 
Handy-Hands, particularly in quadriplegics, good 
possible power may be gotten with humeral 
flexion and for humeral abduction. Those make 
very excellent motors, if they are properly har- 
nessed. 

If there is no scapulo-thoracic motion I’ve 
found that for elbow flexion and slight humeral 
flexion in the patient who has flail upper extremi- 
ties, we can use a reciprocator which allows the 
patient to select a desired length of cable which 
is attached to his shoe, has a reaction point on 
the pelvic band and over the hoop, and is attach- 
ed to the elbow cuff. By bending his knee and 
hip he can bring his arm up to a predetermined 
level. He can rapidly learn by merely operating 
the apparatus a few times. For fine adjustment 


AJOT X, 4, 1956, Part II 


it may take him a while, but not for gross mo- 
tion. 

Plantar flexion of the foot is well harnessed 
to open a hook. If you have nothing in your 
arms and you want to open a hook, you put a 
short length brace with a reaction point on the 
calf band leading down to a cable attachment 
on the shoe near the sole, so that by plantar 
flexion you can get sufficient hook opening. You 
can also open a hook by neck flexion and rotation 
—the patient pressing with his chin on a lever. 

These are the major motors that we have 
employed. There are others if there is real need. 
You can sometimes have a reaction point on 
the wheel chair and get abduction, or some 
other motion, to open a hook or do something 
else with it. It is my opinion, however, that 
wherever possible, apparatus should be fitted to 
the patient and should be based upon the pa- 
tient rather than upon a wheel chair. I think 
the patient will get a great deal more out of 
it if it moves freely with him. 

The basic principles that should be applied in 
arm bracing, I think, are these: 

1. First of all there should be a very care- 
ful analysis by the doctor, physical therapist, oc- 
cupational therapist and the prosthetist, and you 
must remember that the patient is a part of this 
team. No arm brace will ever work for anybody 
who doesn’t want it. The analysis should give us 
a clear idea of what motion the patient has—not 
so much which muscles are working as what 
motion is possible. 

2. To make the apparatus work well there 
must be good harnessable power. There must be 
strength in the motor to make any of these 
things work. Your degree of success will be in 
relation to the patient's ability to work the equip- 
ment. 

3. We also think it is well to keep our 
braces as light as possible, to make them com- 
fortable for the patient. 

4. We want our patients to be able to put 
the braces on and take them off. Not all our 
patients can do both, but most of them can take 
them off. 

5. Braces should work from a stable base. 


6. They should be simple. 


7. There should be someone available—a 
functional arm braceman, an arm prosthetist, who 
understands upper extremity function and who 
is interested enough to spend the time. Some- 
times moving a reaction point or an elastic mo- 
tor point a half inch will make the difference 
between that patient using or not using the 
brace. 


8. Proper training, I am sure you will agree, 
is of great importance. There is little use in giv- 
ing anyone an artificial arm or a functional arm 
brace unless you train him properly in its use. 

This brings up another point. If a patient 
continues to use an arm brace, and he needs it 
for certain things in his daily life, then that is 
a successful arm brace for that particular pa- 
tient. If an arm brace is used and builds up a cer- 
tain set of muscles so that the patient no longer 
needs to use the brace to accomplish something 
more than he could do before he got it, that also 
is a good arm brace, because he got increased 
function. 

One thing that I’ve never been accused of yet, 
but I’m sure I will be sooner or later, is help- 
ing to produce contracture of muscles. By this 
technique you are supporting a muscle in a par- 
alyzed range, and that is the reason you don’t 
get contractures. The easiest one to think of is 
the biceps. I am sure most of you have seen 
contracted biceps in one type of arm paralysis 
or another, so that the patient could not ex- 
tend the arm beyond 90°. Such patients also 
don’t have good triceps. Now if the patient has 
a triceps and you give him an elastic biceps then 
he is able to work through his biceps range and 
there is no occasion to develop contracture. If 
he uses it he works through a wide range. 


One of the other advantages to the patient 
in our bracing is that there is no need for the 
therapist to be setting him up in slings to do 
his arm activities. His slings and apparatus are 
always with him. If he does not want to use 
it he doesn’t have to. If he does want to use it, 
it is there and he can use it without any dif- 


EVELYN ALEXANDER, O.T.R. 


The occupational therapist’s part in the arm 
bracing program is, first of all, the very critical 
observation of the patient's activities, even before 
he is chosen as a candidate for arm bracing. There 
are several important factors that the therapist 
must consider. Among these is how the patient 
uses his hands, his arms, his elbow, his shoulders; 
the amount of trunk mobility that he has. 

Another factor for consideration is the patient's 
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acceptance of his disability, and his tolerance or 
readiness for this type of bracing. The patient's 
intellectual capacity also enters here. He will 
need the intelligence to understand the operation 
of such a brace and its function. Also the ther- 
apist must consider the patient's inner drive 
toward independence in one activity or another, 
whether in the area of self care or in his work 
or in recreation. It is also important to consider 
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ficulty. 


how the patient feels about the appearance of 


such an apparatus. Some are very conscious of 
their personal appearance. The fact that most 
of these devices can be worn under the clothes 
does recommend them to most patients. 


A second part which the occupational therapist 
plays is in assisting the doctor and the brace man, 
through her observation of the patient, to deter- 
mine what type of bracing would best benefit the 
candidate. 


After the patient receives his bracing the occu- 
pational therapist’s major role is in training and 
helping him learn to use it. The therapist should 
understand as completely as possible the mechan- 
ical construction and the function of the bracing 
so that she can be of real assistance. It is her 
responsibility, also to set up activities for the 
patient that will be suitable in his training and 
give him the necessary learning processes that he 


must go through in order to really use his bracing. 
A record should be kept of how the patient learns, 
and the time it takes him to learn to operate his 
bracing. It is very important that he be given 
constant encouragement by the therapist. We 
found in our experience that sometimes we were 
ready to give up at the same time as the patient 
when something didn’t work out as easily as we 
felt it should. It became apparent that we were 
giving up too early. The therapist must be en- 
couraged and keep the patient working. 

The occupational therapist too, should remind 
the patient, from time to time, of the purpose for 
which his bracing was designed. He should make 
it quite clear that it is not a “miracle device” that 
will do everything for him. For whatever period 
of time he wears his bracing to do functional 
activities he is also constantly exercising active 
muscles. He should also be reminded that he is 
the motor that makes the bracing work. 


Session on Neurology 
NEUROPHYSIOLOGICAL MECHANISMS UTILIZED IN 
THE TREATMENT OF NEUROMUSCULAR 
DYSFUNCTION 


MARGARET S. ROOD. O.T.R., R.P.T. 


I regret the title of this paper, because it is my 
intent to try to show how to activate or inhibit 
muscles, or parts of muscles, through the proper 
stimulation of specific sensory receptors. I have 
attempted to keep it simple. The sources from 
which the basic material is derived are the ac- 
cepted texts of anatomy, physiology, neurology 
and neurophysiology. I do not believe that we 
yet understand, or have been utilizing completely, 
those principles which we teach routinely in our 
basic science courses. If we would have the kind 
of “bridges to the future” that we should have, 
all of us need to contribute observations and con- 
structive thinking, rather than depending solely 
on the acceptance of the ideas of others. The 
basic material which I am offering today is a 
compilation of work done by others, to which I 
have applied special original techniques. 

Part I. Types of disabilities responding to the 
techniques and the apparent advantage. Disabil- 
ities which have responded in some measure in- 
clude normal posture cases, acute and chronic 
poliomyelitis, dermatomyositis, paraplegia, torti- 
collis, club feet, and most satisfying, stroke cases, 
cerebral palsy and rheumatoid arthritis. The very 
young, who have had no previous treatment, re- 
spond the most easily. Normal patterns can be 
set, with normal development following without 
additional work. 
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I should like to give you a few examples. A 
seven months old baby, with a torticollis, was 
seen three times only at one-week intervals. At 
first visit, the mother was instructed in stroking 
of the sternocleidomastoid. This baby had been 
trying to crawl and stand, but obviously, because 
of his head position, had been unable to do so and 
was frustrated. By the end of the first week the 
child was crawling, and pulling himself up to 
stand at objects. At the end of the first week, 
the mother was given instructions for stroking the 
upper trapezius and squeezing that muscle as it 
does harder work. At the end of the third week, 
the child was discharged by the doctor. The 
father, however, made the most interesting re- 
rnark when he said, “He doesn’t have a little 
pointed head any more.” 


Pain patterns causing maintained position re- 
spond. With acute polio, we have unfortunately 
had only a limited experience but hope to gain 
more. Preliminary work with these cases has 
indicated that activation of the anterior neck 
muscles and inhibiting of the antagonistic exten- 
sors of the neck caused patients to nod involun- 
tarily in response to questions, although they had 
a rigid neck originally. 


A six-year-old, rheumatoid arthritic boy with 
severe contractions, who cried with pain when 
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anyone approached him, on stroking would im- 
mediately respond to poking and foolishment by 
protecting himself and moving his arms freely. 
The pain apparently subsided fairly quickly and 
the sweating also diminished markedly on hands 
and feet. This child was tried alternately on a 
hot-cold treatment, and primarily the stroking 
techniques were of three periods. At the end of 
that time, we felt conclusively that the stroking 
was the preferred treatment. 

For cerebral palsy and stroke cases, hand move- 
ment and speech are easier to get than some of 
the postural patterns. This is the converse of 
what we have been expecting, or what we do 
expect. In joint measurement, it is possible to 
get greater range actively than passively, since 
there is interference with some of the sensory re- 
ceptors as, for example, when pressure is applied 
to the forefoot for dorsiflexion. 

There are some simple posture cases. In the 
hamstring stretch, we ask the patient to do a deep 
knee squat and squeeze the quadriceps, thus totally 
inhibiting the hamstrings while activating the 
quadriceps. Those of you who have tight ham- 
strings should try it. If you have a spasm in your 
calf group, instead of your normal reaction of 
squeezing and rubbing, try brushing the dorsum 
of the forefoot. This is based on the principle of 
action through reciprocal innervation. 

Of the advantages, the children love it. Of the 
techniques, they are not painful. A patient can 
do much for himself. A CVA can relieve his 
tight shoulder by squeezing the deltoid or by 
stroking. The parent can be taught, week by 
week, the simple routine which can be carried 
out at home. There can be less splinting or none 
at all. There is possible active work for young- 
sters too young to cooperate, and techniques and 
treatment can be continued longer without fatigue 
to them. Speech training or re-training is facil- 
itated for stroke and cerebral palsy cases. And 
one of the important things is that the equipment 
is cheap and easy to carry. I have a holster of 
brushes, a few pads which can be strapped on 
and a harness or two, but the equipment itself 
is minimal and easily made by an occupational 
therapist or may be purchased’ at the dime store. 

Part II. Autonomic and voluntary nervous sys- 
tems. For a clearer understanding of why there is 
a differentiation of stimuli for applied techniques, 
let us review the reactions to stimuli, and then 
add the techniques. There are two major divi- 
sions, autonomic and the other voluntary, each 
with two subdivisions. Under the autonomic sys- 
tem, the first subdivision will be maintenance of 
the individual and race. The second is protection 
of the individual or race. The two sub-headings 
for the voluntary will be heavy work or postural 
work, and light work or fine coordination. 

For maintenance of the individual and race, I 
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should like to give you a few key words to under- 
stand. The first one is “sleep.” In sleep, we 
more nearly approach the state of this first col- 
umn. These are the reactions of: the body during 
sleep: 


1. Relaxation of voluntary musculature. 

2. Diminution of awareness of sensory impulses. 

3. Stimulation of visceral activity with the consequent 
diversion of blood supply to the digestive processes, peris- 
talsis, metabolism, repair of tissue. 

4. The warmth of body temperature. 


Considering these points, how can we induce 
relaxation or sleep through certain techniques of 
which you are aware? I mention temperature. 
The tub bath for the disturbed mental patient 
relaxes the voluntary musculature, relaxes the pa- 
tient. Rhythmical, light, repetitious sounds or 
cutaneous stimuli also do this. Therefore the 
technique which I have selected will be slow, light, 
rhythmical stroking down the cutaneous distribu- 
tion of the posterior primary rami, continuous, 
slow and light stroking for three to five minutes 
only, more than this will stimulate rather than 
relax. The effect on the patient is that a seizure 
has been terminated in the middle. Other pa- 
tients have had fewer seizures. Very nervous 
youngsters have slept solidly through entire thun- 
derstorms of which they were extremely fearful. 
Athetoids may be quieted and voluntary patterns 
then assumed. This is definitely lack of action 
of the voluntary musculature. There are, how- 
ever, several muscles of sucking and swallowing. 
which are activated. Chewing is learned later 
and therefore would come under heavy work, but 
sucking and swallowing are part of the autonomic 
system and may be activated by cutaneous stimu- 
lation of mucous membranes of palate, tongue 
and uvula. 

The second division for protection of the in- 
dividual and race, will be the “sympathetic.” Our 
stimuli here offer a potential danger to the in- 
dividual. And with it, we have emotion. Instead 
of the peaceful, quiet, happy lack of emotion that 
exists in the first division, we have extremes which 
might include joy, fear, anger. If we cry for joy 
we have “butterflies in our stomach.” There is 
inhibition of the peristalsis. We use temperature 
extremes. Cold, since it has the greater range, 
is the more effective. Glandular output of the 
thyroid and adrenals, which assist with the flight 
or fight reaction, is stimulated. Glands concerned 
with the digestive processes were in the first 
group. 

As far as the muscular pattern is concerned, 
under this division, the “withdrawal reflex” is the 
basis of voluntary muscle action. It is stimulated, 
as you know, by cutaneous stimuli. So what tech- 
niques of choice do we use in this group? The 
withdrawal reflex may be secured more pleasantly 
for the patient without doing the toe-curling Von 
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Bechtural reflex. 
the deep peroneals will bring in dorsiflexion on 
the medial side, and stroking of the saphenous 
branch of the femoral nerve, which activates the 
sartorius, will bring in flexion, abduction, and out- 


Stroking the isolated area of 


ward rotation at the hip in flexion. However it 
is also possible to get the “withdrawal pattern” 
through the crossed-extensor reflex. In this case, 
the patient lies prone and pressure is applied with 
the thumbs in the soft infold of the foot. This 
is not a bone pressure, this is a pain. After you 
have worked for a little while, the response will 
be more rapid. The foot which is touched will 
withdraw. The opposite foot, opposite leg, will 
extend and slightly abduct. This is the basis for 
the stepping gait. It was provided by nature so 
that if you stepped on something which injurec 
the foot, you would stand on the other, but it is 
the basis of the reciprocal pattern. This is the 
only one which children do not care much for, 
but they don’t object to it. It is uncomfortable, 
but not painful. 

You, as occupational therapists, can go further 
and put little pads on tricycle bars. As the child 
presses down, his next reaction is withdrawal, and 
the other leg extends. Or in standing and walk- 
ing activities, you may work out other similar 
situations. 

Also in this division we study extremes of tem- 
perature. I think an ice cube may be considered 
an extreme of temperature. Ice administered to 
the upper right quadrant of the abdomen will 
activate the diaphragm reflexly and will in- 
crease rate and depth of breathing. The ice 
should be applied briefly, and the melted 
water blotted, not stroked. Within a count of 
ten, you should begin to see increase in breathing. 
Repeat two or three times. This has had a very 
definite effect upon vitality and voice production 
in cerebral palsied children and in dsytrophies. 
Patients restricted to a sitting position are par- 
ticularly in need of this technique. Many young- 
sters can not go to school unless they have their 
ice before they are sent to school and at noon 
when they come home. Then they can manage 
a full day with vitality. 

With these two techniques as examples, we 
leave the autonomic in order to discuss the volun- 
tary nervous system. In discussing heavy work 
and light work, I think the easiest concept for 
you is to think of the white and the dark meat 
of the chicken. The legs, which the chicken uses 
for propulsion, are composed of dark meat, while 
the pectorals for the wings which they do not 
use, are made up of white meat. The heavy work 
muscles will respond to the specific sensory re- 
ceptors of pressure for muscle, joint and bone— 
stretch and heavy work. Pressure receptors, stretch 
receptors, are stimulated as long as the stimulus 
is applied, and are limited to that side and to that 
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segment, Bone pressure is slower in reaction, 
but once stroking has facilitated the nervous sys- 
tem, bone pressure will cause quick reaction. It 
is impossible to get extension of the elbow by 
pressing on the epicondyle in the beginning. But 
if you have done your stroking for the radial 
nerve and for the triceps, and then try the pres- 
sure, the patient’s flexed arm will immediately 
extend. The bone pressure technique is slower 
and needs facilitation to get reaction. Muscle 
pressure and stretch react immediately. Pressure 
is administered by the hands actually to the mus- 
cles or by pressure pads which may be strapped 
on. Our most successful ones are little pads we 
strap on each medius underneath the youngsters’ 
slacks. Bone pressure is done either with the fist 
or a sponge rubber ball on the end of a brush. 
I like to use my fist but am careful to use the 
flesh of the fist and not hit with the bony surface 
which is painful. 

In my experience, the lack of stretching is more 
important than stretching. Many of our present- 
day techniques embody the stretching of tight 
muscles. This merely activates those receptors 
sending impulses to that muscle and, although 
range may be gained, there is inhibition of the 
weak antagonist and therefore it is more difficult 
to get voluntary control of the opposing muscle. 
This is particularly true of the anterior tibial 
which has been inhibited by stretching of the heel 
cord. Splinting to maintain position can be done 
more easily by stronger stimulation reflexly of the 
weak muscle. On stroke cases we had no splints 
at all, and on many of our cerebral palsy young- 
sters we had them taken off, and the youngsters 
got along very well. 

Light work is finer coordination. To give you 
a sample of muscles which you would use, and 
the difference between light and heavy work, I 
should like to take the biceps and the supinator. 
The biceps muscle is involved with grasp and 
ulnar deviation, and is activated by stroking the 
musculo-cutaneous area which is the sensory part 
of the nerve supplying the biceps and the coraco- 
brachialis. This is specific for supination of the 
biceps. For flexion of the biceps, the squeezing 
of that muscle will be more effective. The su- 
pinator, on the contrary, is involved in light work 
(supination to the radial side). Although you 
may get dramatic results with your stroking of the 
musculo-cutaneous area for the biceps, it will al- 
ways be an awkward movement. You will get 
almost complete range, but only after you have 
followed it with stimulation of the posterior cuta- 
neous, the brachial and part of the radial. You 
will get supination with this movement, as in 
turning cards over. They are two entirely differ- 


ent things. Remember the grip side, (biceps— 
heavy work) comes first and then the finer coor- 
dination (supinator—light work). 
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The stimulus for light work is primarily strok- 
ing. I said in connection with the withdrawal 
reflex that pain would do it, but that the more 
pleasant one was the stroking of the cutaneous 
area. Therefore, stroking is the technique of 
choice for the fine work muscles. This stroking 
has to be done at a certain rate: two per second, 
and at least ten times, then stop. This is the hard- 
est thing, I find. It may take a count of 30 be- 
fore the reaction. This is a multineuron. It goes 
all the way up to the cortex, and to both sides. 
You may get your reaction first on the opposite 
side (this is particularly true in the legs) before 
you get it on the side you are stroking. It is slow 
to start, but it has a long after-discharge, unlike 
those pressure and stretch muscles that acted only 
as long as the stimulus was there and immediately 
at the application of it. Often you will find 
your patient is better after 30 or 40 minutes than 
he was during the time when you were working 
with him. 

The stroking, as I said, needs to be done two 
times per second, and at least ten times, and then 
repeated from three to five times. Voluntary con- 
traction by the patient should then be requested 
and, because the nervous system has been facil- 
itated, the effort which he makes will go into the 
proper muscle and he will be able to reproduce 
that movement. We will have set the proper cor- 
tical engram, instead of doing it by passive 
means. 

The tool which I use for this is either the 
brush from the dime store, or my hand. I have 
an assortment of brushes for the different pur- 
poses: soft camel’s hair brushes for the facial mus- 
culature; a long handled stiff brush (a very small 
stencil brush) for the uvula, hard palate and 
tongue; ordinary one-inch to two-inch paint 
brushes for the feet. Increases should be affected 
only by the speed with which it is done and the 
length of time it is repeated. Do not bear down, 
this is a light-touch receptor. After stroking, I 
use the head of the pin on that area which will 
get the seme reaction. Continued stroking does 
not yield a sustained reaction, but stroking, then 
stimulating will preserve the period of reaction 
time. As soon as a child is able voluntarily to 
control his motion, stroking is no longer effective. 

Part III. Occupational and physical therapy 
procedures. This section on specific occupational 
and physical therapy will be discussed in relation 
to the above four groups. Before giving these 
techniques, I want to point out certain important 
things that you should remember. The first prin- 
ciple, of course, is always the effect of the laby- 
rinth and/or the tonic neck reflex which may 
assist or retard the effect of pressure, stretch or 
stroking. And what are these effects? Sensory 
receptors in the labyrinth are affected by the posi- 
tion of the head in relation to gravity. In the 
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upright position, 180° protractor or 90° upright, 
the effect is neutral on flexor and extensor tone. 
As the face approaches 0°, or the horizontal, ex- 
tensor tone is released allowing final flexor tone 
to be dominant in all four extremities. The key 
for that is face, forward, flexion. If the back of 
the head approaches the horizontal, extensor tone 
will increase toward 180° in all four extremities. 
One of the things to remember about the laby- 
rinth is that it particularly affects the distal ex- 
tremities. If one ear is toward the earth’s surface, 
the arm and leg of that side will exhibit extensor 
tone and the opposite side will be flexor-pre- 
dominant. 

Tonic neck reflex has a modifying influence on 
extensor tone, affecting most strongly, not the 
distal end of that extremity as in the labyrinth, 
but the quadriceps and triceps, the postural part. 
The TNR is a relationship of head to neck, no 
matter what position the head is in with relation 
to gravity. Labyrinth works with the head in 
relation to gravity. The TNR with which we 
are most familiar is seen in turning the head 
toward one shoulder, causing definite extension 
of the arm on that side, and affecting the quad- 
riceps. 

A few samples of the effect of these two on 
some treatment which you might give are: 


1. In a cerebral palsied baby, the serratus for shoulder 
flexion may not be activated by stroking the axilla in the 
back-lying position because of the extensor tone of the 
labyrinth. But if that baby is turned on its side, the 
ear to the ground, the top side will be flexor predomi- 


nant and the serratus can be elicited immediately. 


2. Flexion predominates the feeding pattern. A baby 


with increased extensor tone from irritation of the laby- 
rinth cannot feed from a bottle in the back-lying posi- 
tion. This is very easily corrected. The mother’s breast 
placement would take care of this in the normal case. 

The second principle is that stimulation of 
specific receptors will give specific reactions which 
are meant for maintaining, protecting and devel- 
oping the skills of the body. It is necessary to 
know where and what to do. Ice applied to a 
voluntary muscle relaxes it for a short time, but 
the derivative or aftereffect of increased circula- 
tion will follow with concomitant contraction un- 
less other techniques are used to stimulate the 
antagonist thereby inhibiting the action of the 
muscle to which ice was applied. There is, of 
course, a specific temperature of 15° or 16°C 
where we get this derivative effect. 

The third principle is that muscles have differ- 
ent duties. They do not all do heavy work or 
light work. Most of them are a combination, but 
some predominate in light work, others in heavy 
work. Both may be stimulated as needed. As 
an example: in a stroke case where stroking alone 
was done to the upper trapezius, there was return 
of only part of the muscle until squeezing of the 
muscle belly and resistance work was given. The 
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reverse procedure was done on a seven-year-old 
spontaneous CVA to get the whole upper tra- 
pezius. 

Fourth principle: Heavy work should precede 
light work except in the case of speech and feed- 


ing muscles. Dramatic work can be done by 
stroking the radial and median nerve supply, 
but it will never be as effective as a gross grasp 
done first. Unless we get the lumbricales, the 
interossei—the stabilizers of the wrist—we will 
never have good work, no matter how dramatic, 
or how much the light work muscles can be de- 
veloped by the stroking. I had a CVA patient 
on whom I did all stroking, and he was doing 
everything, except he could not pick up a skillet. 
This is an Area 6, the heavy work pattern. The 
stroking, however, will assist in establishing some 
of the heavy patterns, but it requires the heavy 
work to follow through. 

How can we get this? The simplest way is 
crawling. Heavy work develops co-contraction of 
synergy. It needs to be the base pattern to make 
more easy the light work of fine coordination. 

The final principle is that activation is from 
the head on down, muscle by muscle, from the 
cervical segments down to the sacral. Flexors are 
stimulated first, extensors next, adductors third, 
and abductors fourth. 

In discussing specific techniques, let us start 
from the head and proceed distally. There is no 
cervical 1 representation cutaneously. Remember- 
ing that, we should consider the flexors first. The 
first flexor is C2 for the short neck flexors which 
flatten the physiological curve of the back of the 
neck. This is one of the things which is most 
difficult in cerebral palsied children. They have, 
instead, an activation of the posterior primary 
rami. The back of the head scrubbing on pillow 
or chair activates the short neck extensors, in- 
creasing the physiological curve. So this is the 
first one, and in most cases we do not have to 
treat the extensors of C2. 

Next would be the long neck flexors, the 
sternocleidomastoid. We would have the patient 
try to raise the head against gravity. We do not 
work hard for heavy work for the sternocleido- 
mastoid, but we do work for heavy work for the 
extensor antagonist, the upper trapezius, on C3 
and C4. Because it is slow, the stroking has to 
be done as the first sequence. Then we squeeze 
the muscle belly and give resistance patterns. 
These are important because they affect the laby- 
rinth and the tonic neck reflexes. We need sta- 
bility of the head first before we attempt control 
of any of the other things which are going to be 
done. Therefore these neck muscles are most 
important and should be started first. 

When stroking C2, do not get too far out on 
the chin. This is an area for light work and the 
child will drool more and be unable to keep his 
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mouth closed. In doing the sternocleidomastoid, 
avoid the triangle which is on the hypoglossal 
roots and is for swallowing and other disabilities. 

Stroke the supraclavicular area on down. Mus- 
cles which should be squeezed would be the del- 
toid and the supraspinatus which to my mind is 
the most important of all. If that isn’t activated, 
it is difficult to get good shoulder action. Re- 
member the sequence: flexion, extension, adduc- 
tion, abduction. In most cases when working for 
abduction, we tend to try to do abduction before 
we have the short rotator which is the anchor 
for elevating the arm. If abduction is attempted 
before activating the short muscles in flexion and 
extension, we get jamming of the head of the 
humerus up into the socket and a bursitis can 
result. 

Stroking. I consider this the most important 
activity for occupational therapy. If the foot is 
everted, the stroking of the saphenous and the 
deep peroneal, which I mentioned before, will 
automatically bring the inverters into play. If 
the feet are inverted, then the superficial peroneal 
will be activated by just crawling, and eversion 
will occur. The upper extremity has pressure 
and gravity affecting it. The sequence, briefly, is 
static, bilateral movement, then work with the 
antagonists, agonists and antagonists together, and 
then the torsion. There are many things for tor- 
sion which you should do as occupational ther- 
apists. You can work with small slant boards 
which would hold the patient in the first position 
which precedes crawling, that is, on the elbows 
but not with the elbows extended. Here there 
is activation of the serratus and activation of the 
pectorals. I usually put my hand underneath, 
squeeze the pectorals, my thumbs up in the axilla 
to get the serratus. But prior to this I have done 
stroking of the pectorals, of the supraclavicular 
and all the neck muscles. All work should be 
done to call into play these short neck flexors. 

I haven't given you the techniques which are 
such fun and so exciting. In occupational therapy, 
the activities which you are going to do, need to 
be done over and over and over, and they have to 
be fun, and they have to be done properly. We 
haven’t done what we need to do in occupational 
therapy. We need to study. We need an under- 
standing just as we need our basic science. But 
if we will all help, I think that we can have a 
real “bridge to the future.” 
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SPASTIC HEMIPARESIS: AN EXPRESSION OF 
FAULTY “FEEDBACK?” 


WALTER J. TREANOR, M.D.* 
RAOUL C. PSAKI, Lt. Col. M.C.** 


INTRODUCTION 


Despite a re-awakening of clinical interest in 
the rehabilitation of patients with spastic hemi- 
paresis, there is little objective evidence that mo- 
tor recovery in the individual patient has been 
altered significantly by any form of therapy 
promulgated in the past 50 years. Since the 
termination of World War II, treatment facilities 
have been made available to increasing numbers 
of patients, but management of the individual 
hemi-paretic patient has altered little. What was 
described lucidly as the “classical hemiplegic 
posture” in the early 1900’s now merits the 
nondescript euphemism of a “satisfactory re- 
habilitation result.” 

To explore the hypothesis that the typical 
picture of postural hyperactivity was, in fact, the 
usual outcome in spastic hemiparesis, we made 
detailed observations on motor recovery in a 
series of 195 patients. We were able to observe 
the sequence of spontaneous (therapeutically un- 
influenced) recovery in a control group of 11 
patients, whose hemiparesis has followed cerebral 
trauma. Another group of 17 patients was 
treated by the commonly accepted regimen of 
muscle reeducation, early and persistent ambula- 
tion, and intensive training in activities of self 
care. 

In the remaining 167 patients, more rigorous 
attempts were made to curtail afferent stimuli 
which might possibly reinforce already overactive 
postural muscles. In these patients, ambulation 
was restricted, reeducation exercises were pre- 
scribed in a highly selective fashion, and self 
care activities were withheld until late in re- 
covery. In addition, there was a rigorous scrutiny 
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kept on all forms of occupational therapy, and 
efforts were made to eliminate any activity which 
tended to increase the imbalance existing between 
flexor and extensor muscle groups. As a further 
aid in the re-education of more weakened muscles, 
surgical means of reducing afferent return from 
their overactive antagonists were used in 44 
patients of the whole series. 


I. Age of the patient 


In this series, the average age of the patient 
was somewhat younger than might be seen in 
a civilian hospital. While a large proportion of 
the successful results were in the younger age 
group (20 to 40 years), on the other hand many 
patients between the ages of 60 and 80 made 
more substantial motor recoveries than we had 
anticipated. Although no analysis of the actual 
relationship between extent of recovery and age 
of the patient was attempted, it was our firm 
impression that age in itself should not be con- 
sidered as the major determinant in arriving at 
a prognosis. 


II. Etiology of paresis 


Of far greater significance was the correlation 
between the etiological factors productive of 
hemiparesis and the subsequent functional re- 
covery. Localization of the site of arterial oc- 
clusion permitted Rosegay and Welsh’ to predict 
the degree of motor recovery. These authors 
concluded that occlusion of the middle cerebral 
artery at its proximal stem results in irreversible 
damage to the axons within the internal capsule. 


* St. Mary’s Hospital, San Francisco, California. 
**Letterman Army Hospital, San Francisco, California. 
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Occlusion of this artery at a more distal sight 
appears to be less catastrophic. The existence of 
thrombosis of the internal carotid artery has also 
been associated with poor motor recovery. In four 
patients with occlusion of the anterior cerebral 
artery, we observed excellent spontaneous re- 
covery of function in the contralateral arm with 
poorer recovery in the lower extremity. Because 
of the relationships between site of disease and 
return of motor function, an effort should be 
made to locate the cortical damage before pro- 
longed rehabilitation is undertaken. 


III. Alterations in afferent relays 


A. At the supra-spinal level. Frequently there 
is an associated sensory loss when infarction or 
edema involves the “leg area” of the internal 
capsule. This is, of course, due to the close 
geographic relationship between the axons con- 
veying motor signals to the leg muscles and those 
conveying sensory signals from the limbs. Dam- 
age to a large number of axons conveying propri- 
oceptive signals from the limbs should therefore 
be suspected and searched for in all patients with 
extensive destruction of function in the lower 
extremity. The commonly employed tests for 
such proprioceptive loss, such as the patient’s 
perception of minor displacement of the fingers 
and toes, are not always sufficiently exhaustive. 
An attempt should also be made to assess the 
patient’s ability to distinguish displacement of the 
limb about more proximal joints. Where such 
deficits are found, it is also necessary for the 
therapist to augment proprioceptive re-education 
exercises with alternative exteroceptive signals 
from either tele- or tango- receptors. It is widely 
recognized that the utilization of visual and con- 
tactual stimuli, as Rood has eloquently advocated 
in this symposium, may compensate for tem- 
porarily or permanently disrupted proprioceptive 
signals. The early findings of massive deficits in 
joint sensibility may save the therapist the em- 
barrassing and wholly unrewarding experience 
of persisting in costly training of an uneducable 
patient. 


The presence of Anosognosia may also have 
considerable influence on ultimate recovery. Mac- 
Donald Critchley? has described its most striking 
feature as one of failure on the patient’s part to 
realize the extent of limb paralysis. Interestingly 
enough, Critchley in this article has castigated 
those workers who would “still tend to parcellate 
cerebral function, and to relegate speech to one 
hemisphere and corporeal awareness to the 
other.” Fore knowledge of sensory dis-array may 
‘sometimes save the therapist from the necessity 
for later, and often agonizing, re-appraisal of the 
value of occupational therapy in upper motor 
neuron diseases. 
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B. At the spinal level. In a previous detailed 
report these authors have referred to the changes 
in “feed back” which prevail at the spinal level 
following interruption of down-coming inhibitory 
relays. They have likened this increased excitabil- 
ity at the spinal level to the central excitatory 
state (C.ES.) described by Sherrington in his 
basic physiologic experiments. Following inter- 
ruption of inhibitory relays, there is in the spinal 
cord centers a state of excessive preparedness for 
incoming proprioceptive stimuli. The question 
may well be asked, “Do afferent relays from 
paired antagonists, namely from flexor and ex- 
tensor muscles, achieve equal facility in relaying 
around motor neurons? Is the feedback from the 
flexor muscles just as strong as it is from op- 
posing extensor muscles? Following the ending 
of the state of absolute flaccidity, there is obvious- 
ly an imbalance initially in the rate of reflex 
return and later of returning volitional control 
over opposing muscle groups. In the arm, with 
which we are mostly concerned in this report, 
there is accordingly a greater proprioceptive re- 
turn from the flexor-adductor-internal rotator 
muscle groups than from their antagonists. It 
would follow from this that there is an increased 
ease of access to the flexor motor neurons. In 
any such system of relay it is likely that there 
would be a steady reduction in the number of 
pathways available to afferent signals from re- 
ceptors in extensor muscle groups. 


In addition there is experimental evidence that 
the synapse is actually “pre-set” in favor of 
selective “charging” of flexor motor neurons. 
Proprioceptive feedback from flexor muscles has 
greater ease of access to the available motor 
neuron supply because of the existence of selective 
resistance at the synapse. A possible phylogenetic 
basis for such a state would be the fact that the 
flexor groups in the higher apes and in man are 
in fact the postural muscle groups, because of 
their assumption of the function of supporting 
the pendant upper extremities against the force 
of gravity. As described by Russell Brain*, the 
synapses in the higher ape are organized in 
favor of the maintenance of the “resting pos- 
ture” of the monkey’s forelimb—a position of 
flexion at all joints. What appears to exist in 
the spastic hemiparetic patient, then, is a tem- 
porarily deranged spinal servomechanism, whose 
feedback signals are markedly out of balance. 
In any attempt to rearrange such an imbalanced 
state, it is essential to control by every available 
means this disproportionate feedback to the flexor 
motor neurons. From this it may be argued that 
a most important determinant in recovery, next in 
importance to the etiological factors productive of 
hemiparesis, must be the manner in which the 
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therapist utilizes afferent signals to modify elec- 
trical activity at spinal synapses. 


CAN RECOVERY BE INFLUENCED BY THE 
CONTROL OF AFFERENT SIGNALS? 


I. The influence of the gravity stimulus on spinal 
relays 


No stimulus to sensitive spinal centers has the 
same potency as that of gravity itself. This is 
very apparent in the immediate asumption of the 
flexed position of the arm when even a partially 
flail hemiplegic stands up. This is merely a re- 
flection of the influence on sensitive spinal center 
of afferent relays from the sole of the foot, from 
stretch receptors in antigravity muscles of the 
lower extremity, and in the truncal and neck 
muscles. The erect posture also causes an in- 
crease in number and in frequency of excitatory 
relays from the vestibular apparatus. A survey 
of the literature on spontaneous recovery in hemi- 
plegia has failed to provide us with a single ex- 
ample of an author who claimed that the gravity 
position favored either reflex or volitional return 
of extensor activity in the arm. It has been our 
experience that the presently popular insistence 
on early and persistent ambulation can, in itself, 
be a major deterrent to recovery in the extensor 
muscles in the arm. Because of this, we have 
advised very specific restrictions on the amount 
of stance or ambulation allowed individual 
patients. Our purpose was to protect sensitive 
spinal centers from massive afferent relays which 
might further augment the rate and amplitude of 
unopposed flexor return in the arm. For similar 
reasons we have repeatedly advanced the pro- 
posal that the role of the gravity stimulus should 
be adequately and critically reviewed in each 
case during the all-important early phase of on- 
coming volitional return. 


Il. The use of stretching stimuli 


Many of the means available for proprioceptive 
facilitation of returning voluntary power depend 
on the activation of stretch reflexes. The therapist 
should seriously consider any possible harmful 
effects of such methods of retraining, particularly 
when they are applied to the flexor groups of the 
arm. Prohibition of stimuli applied to the flexor 
side of the arm, such as Rood has proposed, 
needs once again to be stressed forcibly. Con- 
tactual stimuli when applied to the flexor surface 
of the forearm and hand have been shown very 
clearly by Twitchell* to contribute further to the 
augmentation of existing -flexor preponderance. 
When these stimuli are moving in nature, and 
particularly when they are applied to the palmar 
surface of the hand, there is every likelihood of 
a widespread “fusion” of electrical discharge to 
all available flexor neurons in the upper ex- 
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tremity. Hence, the bouncing of rubber balls, 
or the moving of protective devices on the flexor 
surface of the arm are potentially harmful, and 
are mentioned in this report merely to be con- 
demned. Similarly, the only truly effective and 
safe splint for the prevention of overstretching 
of paretic extensors is the early activation of these 
extensors themselves. 


III. A chronically maintained position of the 
arm in extension 


Earlier in this century, considerable controversy 
existed about the merits of Foerster’s” hypothesis 
that voluntary return could be influenced by the 
maintenance of a chronic position of extension 
at the elbow and wrist joints. Foerster held that 
the degree of reflex irritability could be altered 
from one side of the arc to the other by main- 
taining this posture of the limb for a sufficient 
period of time. Walshe® failed to corroborate the 
clinical results reported by Foerster. However, 
there does exist early in recovery a short-lived 
phase of extensor hypertonus in the upper ex- 
tremity. Furthermore, we have seen two patients 
with high cervical cord lesions, who showed ccn- 
siderable extensor hypertonicity and later showed 
relative “decay” of voluntary return in flexor 
muscles. The arms, in both of these patients, 
had been maintained in the position of chronic 
extension at the elbow joint during most of the 
recovery cycle. Both offered examples of the ex- 
tension reflex of the upper limb described many 
years ago by Riddoch and Farquhar-Buzzard‘. The 
gross movement that these patients exhibited was 
one of shoulder elevation, adduction, and inward 
rotation, combined with extension of the elbow, 
hyperpronation of the forearm, flexion at the 
wrist, and extreme adduction and extension of 
the fingers and the thumbs. Certainly it has ap- 
peared to us that a series of controlled studies 
should be made on the effects of a chronically 
maintained position of extension of all arm joints 
during part of the recovery cycle. Such a position 
would of course have to be maintained by re- 
straints which were circumferential in nature so 
that the resulting contactual stimuli would be 
applied equally to the flexor and extensor sides 
of the arm. A tight fitting plaster cast would 
appear to be the one most likely to satisfy this 
requirement. 


IV. The dangers of supramaximal stimulation of 
paretic muscles 


As previously described, we® have been greatly 
impressed with the delayed return of the proximal 
muscles of the arm, particularly those which aid 
in scapular fixation, and in abduction and flexion 
of the glenohumeral joint. The gravity stimulus 
appeared to act rather perversely about these 
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joints in that it produced harmful “overloading” 
of these particular muscles. In all joints distal 
to the shoulder joints, the gravity stimulus was 
of use in re-education of both reflex and voli- 
tional activity. However, about the shoulder, it 
seemed to act as a supramaximal stimulus, whose 
use actually was deleterious to spontaneous re- 
covery of these muscle groups. From this ob- 
servation arose a natural concern for the protec- 
tion of these proximal “fixator” muscles through- 
out most of the recovery cycle. Our purpose in 
alluding to this is to direct attention to the need 
for support of these muscles so as temporarily to 
relieve them from their functions as “sling sup- 
ports” for the weight of the paretic arm. Hence, 
the employment of armrest on the wheelchair, 
and later of overhead slings when volitional 
activity had returned about the elbow joint, was 
recommended for most patients. When the patient 
resumed walking, these “sling muscles” were 
often not sufficiently recovered to withstand the 
full effect of gravity. Accordingly, mobile sus- 
pension apparatus was advised until adequate 
volitional control over shoulder fixation had been 
achieved. 


V. Surgical de-afferentation 


In those instances where it was apparent that 
afferent signals from flexors and extensors could 
not be balanced by conservative means, the pos- 
sible benefits of surgical interruption of flexor 
feedback were discussed. This can be accom- 
plished either by operations on end-organs, such 
as tenotomies and tendon re-locations, or by 
mechanical interruption of dorsal roots or of the 
mixed axons in the peripheral nerve. 

Temporary interruption of conduction in the 
median branches to overactive finger flexors has 
been performed in nine patients. Since the aim 
of the surgical procedures was to produce a bal- 
ance in activity of antagonistic muscle groups, 
nerve interruptions were also combined with 
tendon transfers in five of these nine patients. 
The most commonly performed transfers were 
of the flexor carpi radialis to the long extensor of 
the thumb and of the flexor carpi ulnaris to the 
common extensors of the fingers. In three 
patients, these procedures were combined with 
sectioning of the tendon of the palmaris longus. 
The results of these operations in terms of func- 
tional improvement were rated as excellent in 
four patients, as moderate in three patients, and 
as poor in two other patients. All of the patients 
chosen had been given extensive and prolonged 
preoperative treatment by every 2vailable method 
ot proprioceptive facilitation. On the basis of 
our preliminary experiences with these additional 
surgical means of inflvencing afferent return, it is 


our intention in the future to advise temporary 
surgical deafferentation with increasing frequency. 
Our partial success with this method also en- 
courages us to review, and perhaps to revive, 
many of the older surgical procedures employed 
in the treatment of juvenile spastic hemiparesis. 


SUMMARY 


Obviously this report poses a great many more 
questions than it offers answers. There is a real 
need for a thorough “house cleaning” of the 
many “empirical cobwebs” which surround the 
treatment of spastic hemiparesis. We have at- 
tempted to express certain neurophysiological 
principles, whose importance in management of 
the individual patient seems to have been either 
overlooked or deprecated. Chief among these 
has been our reiteration of the need for supplant- 
ing of the efferent theory of motor return with 
all its implications of “re-education of alternative 
cortico-spinal pathways.” 

In a limited series of patients, it has been our 
experience that by more vigorous control of 
afferent signals acting on spinal centers, a more 
satisfactory state of balance between opposing 
muscle group can be achieved in a considerable 
proportion of hemi-paretic patients. Some of the 
less complex means of altering feedback have 
been outlined in the hope that others may ex- 
periment with, or improve upon, these methods. 
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THERAPEUTICALLY INFLUENCED RECOVERY 


MARY REILLY, O.T.R. 


SECTION I 
Volitional Movement 


Introduction. Early in our search for better 
ways to treat the brain injured, the eternal 
plaguing question arose; “What was the nature 
of voluntary motion?” This question, of course, 
arises in the treatment of other disabilities, but in 
the case of brain injuries, its demands cannot be 
denied. Such an inquiry was particularly relevant 
to occupational therapy since it is the nature of 
its media and techniques to work through the 
volitional aspects of movement. To influence the 
returning function of the brain injured at Letter- 
man Army Hospital, we had therefore, first, to 
acquire a better understanding of voluntary mo- 
tion, and second, apply our findings to the motor 
recovery of selected patients. 


Theories of muscle response. In the past few 
years, the use of nervous system mechanisms to 
augment muscle response has been prominent in 
therapy. A recent study in the field of occupa- 
tional therapy by Ayres,’ has provided us with 
timely data on influencing voluntary muscle re- 
sponse. She described the function of the nervous 
system as being based upon reflex activity and 
reports that proprioceptive facilitation plays an 
all important role in conscious activity. These 
facts are not new ideas—they are merely new to 
us in rehabilitation. Theories about muscular re- 
sponse have appeared before in our literature 
and become accepted basis for our practice. The 
facilitation theory might well be considered an- 
other evolutionary outgrowth of muscle action 
principles. 

Sensation and volition. A more operational 
understanding for controlling movement was 
found in the 1949 work of William Goody” on 
Sensation and Volition. He pointed up the great 
fallacy inherent in the separation of the sensory 
and motor systems in the performance of volun- 
tary movement. Voluntary movement was viewed 
as sensation and motor forming a single indivisi- 
ble process. He believed that the pyramidal tract 
should be dethroned from its importance to 
voluntary motion, and that the greater weight 
should be given to the overlapping function of 
the sensorimotor cortex. In this concept the 
lower motor neurons become the effectors, the 
pyramidal tract was considered internuncial, and 
the afferent neurons are the sensory components 
of movement. Goody established one more point 
that has great significance for us in rehabilitation. 
He stressed that volitional movement was directly 
related to human perception, and that afferent 
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data streaming into the central mechanisms had 
to be perceived subjectively. Sensation was de- 
fined as a subjective phenomenon. This means 
that the study of voluntary motion in animals 
has its limitations when applied to man. Human 
knowledge, or the ability “to know,” he quoted 
as being a matter of indifference to apes, frogs, 
and octopi. 

Sensory perception. We have long known 
that the sense organs provide the central nervous 
system with numerous and divers stimuli. The 
main bulk of the afferents are subconscious, or 
received so consciously, so habitually, as to be 
disregarded unless attention (itself a sensory 
concept) is called to it. The multiplicity of 
afferent stimuli flowing into the central nervous 
system form patterns of sensation. The most 
powerful assertion that Goody made is that learn- 
ing occurs through patterns of sensation and not 
through patterns of movement. There is growing 
confirmation of Goody’s findings in the work 
of other neurophysiologists. Willed movements, 
Walshe* says, contrary to popular assumption, 
do not start from a mechanically contrived key- 
board in the motor cortex, but are initiated and 
directed by the receptor system. We know sim- 
ilarly from Goody that a willed movement is not 
predetermined in form, duration or complexity, 
but is rather molded in its entire course by im- 
pulses from visual exteroception and propriocep- 
tors. Gellhorn’s* findings are essentially the same, 
but couched in more complex language. He 
states that the function of voluntary movement 
is a diffuse cortical motor discharge which is 
modified, sustained, and directed into the desired 
pattern through proprioceptive impulses. 

Motor learning. The afferent intake, effector 
Output, is one phase only of nervous action and 
for perspective it should be related to the broader 
aspects of learning. Efforts to establish the rela- 
tionship between physiology, psychology and neu- 
rology have not appeared to any degree in the 
literature. Lashley,” one of the outstanding work- 
ers in this field, refers to this as the unexplored 
“No Man’s Land” between neurology and psy- 
chology. He theorizes that the nervous system is 
an action system to be thought of in the three 
dimensions of time, space and intensity. A com- 
prehensive approach to man and learning was 
made by Dr. Roland®, in his presidential address 
last year before the American Neurological So- 
ciety when he spoke on neurological behavior. 
He described sensory items as falling into clus- 
ters; that these proprioceptive clusters have a 
space and time order in which they appear, and 
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that the formation of perception begins in early 
infancy. Later refinement, elaboration and versa- 
tility of perception is the essence of learning. 
How the patterns of sensation are established, 
re-inforced and modified by the experience of 
life, he maintains, is the mystery of learning. 

We do know, however, that they are estab- 
lished by repeated reception of the patterned 
stimuli of experience, but their explanation awaits 
more knowledge of the intimate function of the 
neuronal network. 


Conclusion. From all our vast ignorance of 
voluntary motion, what are we to conclude? We 
may conclude that, although today’s knowledge 
of voluntary motion still has many major myster- 
ies unsolved, there are certain fundamentals that 
should receive our wider understanding and use. 
These are: 


1. That, in willed movements, sensation and motion 
are considered a single, indivisible, continuous process. 

2. That sensation is to be treated as a subjective phe- 
nomenon. 
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3. That voluntary motions are moulded throughout 
their course by impulses derived from the receptor sys- 
tem, and they are checked and guided and polished at all 
functional levels by afferent stimuli. ¥ 

4. That treatment techniques are best developed along 
the lines of controlled sense organ stimulation. 


These are the conclusions which we applied 
to the treatment of hemiparesis and upon which 
we based our general treatment procedures. 


SECTION II 
General Treatment Procedures 


Introduction. The traditional picture seen in 
the hemiparetic is that of an initially flail ex- 
tremity. This is followed by a steadily increasing 
state of hypertonia in the postural muscles. The 
treatment at Letterman Army Hospital was aimed 
first at the prevention of uncontrolled hypertonia 
and the protection of the opposing muscle groups. 
A first principle of treatment in the early stage 
was to control vigorously certain kinds of afferent 
stimulation. There were the afferents that in- 
creased the charge on the anterior horn cells con- 
trolling upper extremity flexion, pronation and 
adduction. The undesired afferents, we found, 
arose from the simple reaction to gravity, walk- 
ing, and use (occupational therapy). We sought 
to control the influence of gravity on motor re- 
turn by attention to chronic positioning. Walking 
and activities of daily living were discouraged, 
thus lessening the afferent inflow from the palm 
of the hand and the sole of the foot. 

The case against early use. Because the evi- 
dence against early use of the hemiparetic ex- 
tremity was considerable, it deserves some elab- 
oration before this group. It was disturbing to 
observe that we could entrench pathological 
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movement by encouraging the patient to use his 
hemiparetic extremity in daily living activities. 
However, theory and practice justifies this view. 
An early explanation may lie in Foerster’s’ 1913 
belief that certain muscle groups, particularly the 
flexors of the upper extremity and the extensors 
of the lower extremity, responded to sensory irri- 
tation because of phylogenetic conditioning. He 
believed that our phylogenesis leads us to mimic 
the qualities of the climbing monkeys. The apes, 
he reasoned, received the majority of stimulation 
from the hand and foot, and therefore made 
“most use” of the upper extremity flexors and 
lower extensors. Brain injured man who suffers 
the loss of higher centers, he observed, reverted 
to the lower scale of posture. 

Foerster’s “most used” muscle groups were con- 
sidered by us to be the postural muscle groups 
of man. The postural muscles, we believed, were 
pre-set for spasticity. The patient with spastic 
hemiparesis, we found, consistently demonstrated 
a most rapid restitution of the arm flexors fol- 
lowing the application of contractual stimuli to 
the hand. 

Sherrington’s theory® of “selective synaptic re- 
sistance” provides us with even stronger evidence 
for a pre-set spasticity concept. He states that 
pathways of high and low resistance exist in the 
spinal cord specifically for flexion and extension. 
Competing half centers for flexion and extension 
operate pathologically when the higher centers 
have been damaged. Unselected afferent stimula- 
tion would therefore flow through the pathways 
of least resistance. We found that activities of 
self-care produced an embarrassing variety of 
afferent stimulation, which flowed into the ir- 
ritable central mechanism. The impulses ap- 
peared definitely to be routed to the flexion 
groups of the upper extremity. Our concentra- 
tion was therefore upon chronic positioning and 
selective afferent stimulation. 

Chronic positioning. Chronic positioning played 
a dominant role in controlling hypertonia, and 
was an important procedure throughout treat- 
ment. The levels of recovery were managed, as 
far as chronic positioning was concerned, in bed, 
wheel chair and ambulatory stages. 


(1) Bed stage. At the earliest possible time, 
the hemiparetic arm was placed in full abduction 
and external rotation at the shoulder. The thera- 
pist instructed the patient, ward personnel and 
the patient’s relatives in the procedures of passive 
movement and chronic correct positioning. For 
relief of pain from stretch, the arm could be 
lowered to adduction temporarily but was kept 
in full external rotation. The necessity for this 
position was stressed as a full time procedure to 
prevent the patient from assuming “the position 
of ease,” namely, adduction of the arm, flexion of 
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the elbow, pronation of the forearm, flexion of 
the wrist and fingers. The undesirable position 
of ease was found to be the extremity’s natural 
reaction to the forces of gravity. 


(2) Wheel chair stage. Patients were 
grounded either in wheel chairs or beds, to mini- 
mize the influence of gravity on hypersensitive 
postural motor pools. To lessen the dangers of a 
hanging arm, we utilized many of the protective 
devices which the Warm Springs group have 
popularized. These were the back board, high 
corset, lap boards, and one of our own—a pan 
cake hand splint. In addition to protecting joint 
capsules, these appliances were also found to be 
helpful in obtaining gross movements of the arm, 
and preventing lateral trunk listing. 


The paretic musculature. A second, but equally 
important, principle of treatment was the stimula- 
tion of hypotonic muscle groups via propriocep- 
tive techniques. The procedures are described in 
greater detail in the December, 1954, issue of 
The Physical Therapy Review. In general in the 
early stages, reflex stimulation was given to the 
lower extremity to prepare the quadriceps for 
early standing and the hamstrings for phasic con- 
traction. Similar attempts were made to elicit 
motor responses in the shoulder girdle stabilizers 
as well as extension and abduction of the arm. 
Corrective measures were also aimed at the prob- 
lem of trunk imbalance. We utilized every avail- 
able method of reflex stimulation, augmented by 
manual resistive exercises through the available 
range. Equipment and activities were specifically 
devised to augment the desired and block off the 
undesired movements. 


Early problems. In the beginning of the study 
we found it difficult to assess what was actually 
happening and what influence our procedures 
were having. There was the probability of spon- 
taneous recovery, and in some patients we ques- 
tioned how assistive our techniques might be. 
Different treatment environments we knew made 
different sensory impressions. For instance, an 
exercise situation on a plinth in physical therapy 
had more controlled factors than an activity 
situation in the workshop. Another problem that 
arose was the transient nature of the reflex re- 
sponses. Afferently aroused movements, particu- 
larly by skin and periostial stimulation, we found 
to be unpredictable and with little carry-over 
from session to session. As seemingly conflicting 
evidence of change grew around us, it became 
evident that we had to evolve principles to guide 
our action. 

Action principles for treatment. Developing 
reflexes into voluntary motion is the basic process 
of human growth and development. Such motor 
development has been documented in detail by 
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Gesell and his associates.” We drew liberally 
upon the Gesell findings and found they did 
much to clarify and guide our thinking. In con- 
verting the Gesell findings, we assumed that the 
re-organization following disease and injury could 
be equated with that of developmental organ- 
ization. 


Our principles, conceived as they were in the 
developmental concept, were dominated by the 
Gesell concept of motor skill integration. We 
looked upon the returning progression of body 
motor skills as a continuous process. As we ob- 
served the re-organization of the movement in 
the hemiparetic patient, we came to the realiza- 
tion that function does not return on the in- 
stallment plan. We recognized the truth of 
Gesell’s postulation that motor organization is a 
gradual interlocking process, accomplished by a 
kind of cross stitching or reciprocal interweaving 
within the structure of the neuronal networks. 


In so far as it was possible, our procedures 
sought to enforce the developmental law that 
motor skills expand out of the total unitary re- 
action system. The action principles that we 
evolved to influence the return of voluntary mo- 
tion to the brain injured patient in the study at 
Letterman Army Hospital were: 


1. Movement is accomplished in the background of 
spatial relationships and body equilibrium. 


2. All movement brings into play the postural mech- 
anisms which depend for their organization upon visual 
and proprioceptive clues. 


3. The postural mechanisms controlling movement 
have a heirarchy of influence upon each other: vision 
controls head movement; vision and head movements 
determine trunk adjustments; vision, head and trunk ad- 
justments refine the skills of reach, grasp, release and 
tool manipulation. 


4. Voluntary motion develops from the mass reaction 
state to the localized reflex state which in turn blends 
into the movement patterns of the body motor skills. The 
manual skills of man are the learned adaptations of the 
integrated body motor skills. 


Summary. An attempt was made to show the 
reasoning underlying sensory organ stimulation 
which was set up as the desirable approach to 
the restitution of voluntary motion. A _ genetic 
orientation was recommended for direction and 
pacing of such motor function reorganization, in 
rehabilitation. 
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SECTION III 
SPECIFIC TREATMENT TECHNIQUES 


From the principles described in the previous 
paper, we developed our treatment procedures. 
These procedures were viewed as “functional 
units” of motor control. They followed a proxi- 
mal-distal direction, with each unit dependent on 
the establishment of control in the preceding 
unit. These units are: 

Eye-Head Control 
Head-Trunk Control 
Trunk-Arm Control 


Arm-Hand Control 
. Hand-Finger Control 


Each unit will be discussed and illustrated with 
patients. It should be assumed that even though 
only one problem is discussed for each patient, 
we had generalized treatment procedures for all 
patients. 


— 


Eye-head control. We know from our evolved 
treatment principle that movement occurs in a 
background of spatial relationships and body 
equilibrium. It is the peculiar function of vision 
to assist the body in its adjustments to the plane 
and solid geometry of space. The eyes constantly 
respond to shifts of body posture, or they initiate 
the shifts. The most rudimentary attitudinal re- 
flexes, however, are not dependent upon visual 
stimuli. The head and neck exert a controlling 
influence upon the postural attitudes assumed by 
limbs and trunk.® 

The first patient to be discussed illustrates what 
procedures we used to manage eye-head control. 
His diagnosis: post traumatic head injury. He 
exhibited hypertonic left extremities, neck rigid- 
ity, loss of ability to maintain eye fixation, speech 
and breathing difficulties. 

A test of his visual efficiency showed that he 
had difficulty fixing his eyes on close objects and 
holding his gaze on one object; he could not 
rotate his head fully or look down; his eye 
movements were jerky; and his attention span 


.was brief. Loud sounds and moving people were 


distracting influences. 


Our first step was to reduce external stimuli 
by removing the patient to a quiet room. He 
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was provided with a chair which gave support 
to his trunk, arms, legs, and feet. 

Our procedure to induce eye-head control was 
as follows: 


1. The patient closed his eyes and techniques intended 
to teach relaxed control of the head and neck muscles 
were used. 


2. When the patient acquired the feeling of relaxa- 


tion in the head and neck muscles, he was taught re- 
laxation as an independent procedure. We encouraged him 
to establish regular practice periods on the ward. 

3. Finally, we attempted to train some measure of 
eye fixation on objects both stationary and moving. 


Head-trunk control. Since eye and head control 
flow into the control of head and trunk, the 
preceding patient is used to demonstrate this 
procedure. We maintained the same simple at- 
mosphere during our training periods and we 
used the same chair which gave a firm support 
to his trunk, arms, legs, and feet. 


Our techniques were: 


1. To train the patient to lean forward in the chair 
and rock on his hips. This included falling forward and 
recovering, leaning to the side and straightening, and 


rotating from side to side. 


2. We stood the patient up and taught him to lower 


himself slowly and deliberately into his chair. 
3. We taught him to stand, with aid, from a sitting 
position. 


Gesell states that when neuro-motor organiza- 
tion of the trunk has progressed to the stage 
where the sitting infant can pivot and regain the 
upright posture after leaning forward, the legs 
can also fully support the body weight. However, 
lack of organic functional relationship between 
trunk and legs precludes standing.° 

For all of these procedures we taught the 
patient to “think” in terms of visual and tactile 
cues which would help him establish his position 
in space. For example; we reinforced spatial 
orientation by having him touch the arms of his 
chair or a nearby table while learning to rock 
on his hips. We drew his attention to known 
upright lines such as the corner of the room, to 
the feel of the chair on the back of his legs, to 
his feet to see where they were placed before 
attempting to sit down in the chair. 

As small a gain as it was, it had an extraordi- 
nary effect upon the morale of the patient. It 
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appeared to him to be the first sign that it was 
possible to dominate his own movement. 


Trunk-arm control. This patient was a young 
woman, a post-surgical cerebellar tumor case. 
She had controlled use of the postural muscular 
groups and her sitting and head balance were 
stable. She exhibited double vision and loss of 
peripheral vision. Tremor and neck rigidity were 
apparent with eye movement. She could rise 
from a chair and remain on her feet for periods 
up to one hour but her gait was unsteady with a 
definite staggering to the right, making it difficult 
for her to avoid bumping into obstacles. 


Her primary problem was in space relation- 
ships and body balance. To assess what other 
sensory areas were available for use in planning 
treatment, we tested her for her ability to dis- 
tinguish texture; her ability to distinguish shapes 
—large and small; her ability to distinguish light 
weights from heavy weights; ability to discrimi- 
nate colors and shades of colors; her sense of 
wholeness in objects; depth perception; ability to 
perceive and respond to sound and rhythm; her 
memory. 


Our testing devices were crude. Through trial 
and error we attempted to improve our methods 
of testing and to eliminate as many non-appli- 
cable factors as possible. 


Some of the tests that we used were: 


1. Object discrimination. We used three flat wooden 
shapes; the triangle, square, and circle. 

2. Sense of wholeness. The triangle was placed on 
top of the square, the circle on top of the triangle. 
Could the patient distinguish the differences between these 
three shapes? 

3. Weight discrimination. Three wooden blocks, iden- 
tical in every respect except weight were used. Two of 
the blocks were leaded so that the weight varied: % 
pound, 34 pound, and 1 pound. 


We found that we could improve her vision by 
placing her work in the left visual field. It was 
further improved if a patch was put over her 
left eye which reduced her double vision. We 
placed her within a small working area that in- 
cluded other people and many physical objects. 
By concentration on the location of sound and 
by visually relating herself to the objects she 
was able to establish herself in space and to 
move around within the area without staggering. 
Rhythm was introduced in gait training and re- 
laxed swinging of the arms. At first she walked 
holding a cane above shoulder level (technique 
common to tight rope walking). These three 
techniques were used to enhance her gross con- 
trol in spatial relationships. For fine control of 
arm movements in space, we stressed activities 
such as throwing and catching a large ball; work- 
ing with clay; playing checkers; construction with 
shapes; drawing and coloring. 
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From this patient we learned how to train for 
accurate use of residual vision, and the importance 
of building careful eye habits. With cooperation 
from patient and frequent periods of practice, 
vision training improves space relationships and 


body balance. 


Arm-hand control. Our retraining procedures 
for patients who had complete loss of arm-hand 
control started with attempts to gain voluntary 
scapular fixation and progressed in a proximal- 
distal direction to voluntary control of forearm 
and wrist extension. 


Two patients illustrate this method of treat- 
ment. One is a post-traumatic head injury and 
the second is a cerebral vascular accident (CVA). 
Both of these patients presented a similar picture; 
the approximate duration of injury, loss of vol- 
untary control of gross and fine movements of 
one entire side, similar surgical procedures to 
the involved side. 

We started retraining techniques for scapular 
fixation in the following way. The patient was 
positioned in a clinic chair and both arms were 
suspended in slings. Next he twisted his trunk 
from side to side. This movement appeared to 
evoke proprioceptive facilitation of the extensor 
mechanism in the shoulder and tended toward 
aiding voluntary scapular control. The procedure 
stopped when voluntary contraction of shoulder 
stabilizers could be felt. 

The second step was to apply resistance to the 
arm extensors by means of weights attached to a 
pulley. This followed Kabat’s assertion that the 
weaker of two extremities will show a stronger 
response with the use of bilateral patterns,” and 
Gellhorn who stated that tension, unavoidably 
created by resistance, causes an increase in pro- 
prioceptive impulses." We considered this pro- 
cedure an effective “warm-up” period to be fol- 
lowed by sanding on an inclined sanding board. 
Results were better following the period of 
“warm-up” than if we used the sanding board 
without it. 

Both patients were able to achieve some degree 
of scapular control. The head-injured patient 
tended to be more successful at establishing vol- 
untary control than the CVA patient. 

When scapular fixation was under voluntary 
control, we attempted to gain voluntary extension 
at the elbow and wrist joints. The patient was 
positioned at a high table and the forearms were 
placed on rollers. He learned to initiate forearm 
extension. Sandbags were added and he pushed 
them off the table. Next, he was positioned in a 
chair, arms in sling suspension. Resistance was 
applied to the triceps and the patient extended 
at elbow and gleno-humeral joint. 

At this stage of neuro-muscular re-education, 
differences were noted in the performance of the 


233 


| 
| 
| 
i 
| 
i] 


two patients. The head-injured patient had no 
difficulty comprehending instructions and he car- 
ried out directions without supervision. The CVA 
required constant supervision. He did not show 
a carry-over of understanding and could not fol- 
low instructions. 

Though we can not say that the differences 
between the above two patients are due to the 
ability to comprehend instructions, we feel that 
comprehension is a strong factor in any process 
of motor relearning. 

If we gain voluntary extension at the gleno- 
humeral and elbow joints we are ready to move 
toward control of voluntary wrist extension. We 
applied a heavy load of resistance to the extensor 
surface of the forearm with the intent of in- 
ducing over-flow of the extensor groups in the 
wrist. For a brief period we elicited extension 
to the wrist following resistance to the triceps. 
However, this response soon changed and exten- 
sion of the elbow caused strong flexion at the 
wrist. Gellhorn described a phenomenon which 
he called the biceps and triceps complexes. He 
pointed out that the position of the extremity in- 
fluenced the direction of facilitation to a group 
of muscles, and that volition would dominate the 
pattern.”* This suggested to us that activities 
which required thinking in a pattern of extension 
for the whole extremity would dominate the 
flexor movement. We did not have time to try 
this but we suspect that willed intention will 
hold extension movement. 

Finger-hand control. Voluntary release is one 
of the most difficult activities for the hemiparetic 
to master. Gesell has described the synergic pat- 
tern of release as the antithesis of the grasping 
pattern. It requires inhibition of the flexors which 
is more difficult than inhibition of the extensors. 
Cortical control of finger extension takes place 
only after reaching and grasping are pretty well 
perfected.” 

The phases of release are described as: 


1. Release of an object following compression of the 
elbow joint which stimulates extension of the fingers. 


Extension may be elicited from pressure applied to the 
palm of the hand during extension of the forearm.) The 
extension reflex is elicited even though it seems that 
grasp is involved. 

2. Release of an object inadvertently dropped. 

3. Deliberate release of an object. 

4. The accurate placement of an object coupled with 
simultaneous release of the opposed thumb and forefinger 
and correlation with the proper movement of the hand. 


Other activities utilized to help evoke hand- 
finger extension were ball and bean bag throwing, 
wood planing, and sawing. 


The final step is writing. Writing also follows 
a proximal-distal development and skill in writ- 
ing is related to the progress the patient makes 
in reducing the number and magnitude of super- 
fluous movements.” 


Summary. A representative. group of patients 
was selected and the diagnoses of post-traumatic 
head injuries, post-surgical cerebellar tumor, and 
cerebral vascular accidents were covered. 


The techniques of eye-head control, head-trunk 
control, trunk-arm control, arm-hand control, and 
hand-finger control were applied and some of the 
observed results were described. 
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on Prescribing Occupational “Therapy 


PRESCRIBING AND ATTAINING 


PRE-DETERMINED GOALS 
N europs ychiatry 


H. K. ELKINS, M.D.* 


N. MERYL VAN 
STANLEY E. 


There are four principles to be observed in 
prescribing activity treatment for neuropsychiatric 
patients. These guiding principles will help the 
prescribing psychiatrist and the occupational ther- 
apist determine what modality will be used, by 
whom, how and why it is being administered. 


1. Some understanding is necessary of the pa- 
tient’s feelings which determine his behavior. The 
occupational therapist must treat not only overt 
behavior but the emotional origins of behavior. 
In order to accomplish this, the prescribing psy- 
chiatrist and the occupational therapist must know 
what is going on psychologically with the pa- 
tient. Usually a statement can be made in a sin- 
gle sentence which attempts to relate the defen- 
sive purposes of the patient's behavior to his 
fundamental feelings. For example, both the 
psychiatrist and the occupational therapist must 
understand why a particular patient acts in a 
withdrawn manner: Is he acting withdrawn be- 
cause he feels overwhelmed by his own anger 
and fear; because he feels useless, unwanted, or 
unworthy; because he feels omnipotent; because 
he feels different sexually, or socially, or merely 
because he knows he is ill. 

Any of these or other fundamental feelings 
might determine a patient’s withdrawn behavior. 
These same feelings might also prompt him to 
act in a very hostile manner. Hence, not only the 
patient's outward behavior, but his feelings which 
determine this behavior, are important if we are 
going to treat him effectively. 

Any statement of dynamics may be very ten- 
tative and incomplete at first. The psychiatrist 
does not know all about the patient right away, 
and prescription-writing is not a one-time pro- 
cedure. As the patient is better understood by 
both doctor and occupational therapist, changes 
in approach, modality and goals will occur. The 
occupational therapist, in the process of her 
treatment, helps the psychiatrist amend and re- 
fine any original statement of dynamics. 

There is no other field of medicine in which 
treatment and diagnosis go on to this extent 
at the same time and in which the occupational 
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therapist shares so intimately in diagnosis as well 
as in treatment. 


2. The personality of the therapist is fre- 
quently of greater importance than the modality. 
The prescribing psychiatrist must be aware of 
the personality strengths and limitations of the 
occupational therapist to whom he assigns a 
patient. Not all therapists will work equally 
well with a patient’s dependent needs, his verbal 
aggressions or his problems of sexuality. The 
psychiatrist must be aware of his occupational 
therapist's limitations and, at times, help and 
guide the therapist in meeting particular situa- 
tions with patients. 

Selection of the modality is usually less im- 
portant but may have great significance. Gen- 
erally speaking, the patient should be allowed to 
choose his own modality, at least for some por- 
tion of his total activity program. It may be 
important for the psychiatrist to help the pa- 
tient understand the psychological meaning of 
his particular choice of modality. 


3. The act of prescribing activity treatment is 
in itself a treatment procedure. Most emotional- 
ly disturbed patients retreating from reality, re- 
sist change. Any disturbance to their equilibrium 
which they have established for themselves is 
frequently met with suspicion, negative behavior, 
or hostile action. 

The prescription of activity should be perform- 
ed in an atmosphere which conveys to the pa- 
tient a feeling that he is being considered and 
helped. The prescription may be tied to some- 
thing else which the patient actually desires, -such 
as personal attention or tangible reward, or spe- 
cial consideration to use certain facilities, more 
security, or the freedom of ground privileges. 

Most patients, if given their own time and ex- 
posed to an activity which is simple and has at- 
tractive interest, will come to participate in it 


*Chief, Physical Medicine and Rehabilitation Service 
VA Hospital, Palo Alto, California. 

**Corrective Therapist, Physical Medicine and Re- 
habilitation Service VA Hospital, Palo Alto, California. 
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by themselves if they feel secure rather than 
coerced. 


4. Occupational therapy may be used to sup- 
port and strengthen the patient’s confidence in 
himself or it may sometimes be used to provide in- 
sights into emotional conflicts. Real progress 
does not occur in emotional illness unless areas of 
anxiety are eventually entered, and emotionally 
understood and accepted by the patient and his 
psychiatrist. In prescribing activity treatment for 
neuro-psychiatric patients, it is necessary for the 
occupational therapist to know when to be purely 
supportive and when and to what extent one 
should lead the patient into or allow him to 


enter areas of anxiety. Creative productions are 
frequently useful for providing insight. Actually 
any aspect of the patient’s attitude and behavior 
in the occupational therapy clinic may be used 
for insight purposes. 

The prescribing psychiatrist must keep in mind 
to what extent he expects the occupational thera- 
pist to use one or the other approach to the pa- 
tient. If there is any doubt in this matter on 
the part of the occupational therapist, the thera- 
pist would be wise to err on the side of being 
purely supportive. 

No scheduling of activity is an easy affair. It 
is not always possible to predict how the patient 
will react in the prescription interview. 


Tuberculosis 


WILLIAM CASSIDY, M.D.* 


THE ADJUSTMENT TO HOSPITALIZATION 


The role of occupational therapy in the man- 
agement of tuberculosis cannot be fully appre- 
ciated unless one concedes that in addition to its 
literal meaning, occupational therapy encompass- 
es also diversional, recreational, educational, and 
other closely related activities. If this definition 
is accepted as truly expressive of the meaning of 
the term, it becomes obvious that occupational 
therapy is an essential part of the treatment of 
tuberculosis. 


Although it appears that we are at the thresh- 
hold of a new therapeutic era in which antibiotics 
or some chemical agents may prove to be the 
means which is capable of curing tuberculosis, 
and in spite of a great variety of medical and 
surgical methods used, bed rest remains the car- 
dinal measure in the treatment of this disease. 
A chronically ill person is bound to develop a 
sense of inferiority and defeat. It is well to re- 
member that only holding out to him a reason- 
ably happy and contented future will make him 
accept the sacrifices of “cure-taking” for years. 

Regardless of the category of rest and exer- 
cise to which the patient is assigned on the basis 


of clinical findings, occupational therapy repre- - 


sents the connecting link between the medical- 
surgical treatment and the reinstatement of the 
patient in normal social and economic life. 


The basic axiom should never be forgotten 
that the treatment of tuberculosis does not end 
with the treatment of the diseased organ, but is 
concerned with the patient as a human being and 
as, an individual. A mental crisis or emotional 
shock caused by the realization of having con- 
tracted tuberculosis cannot be corrected by bed 
rest. Only individual approach and sympathetic 
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understanding together with adequate assistance 
toward proper adjustment to the disease and op- 
timistic encouragement for recovery are help- 
ful in this respect. 


PREPARATION FOR REHABILITATION 


The aim of all concerned with each case of 
tuberculbsis should be preparation of the pa- 
tient for rehabilitation. In this age of specializa- 
tion when one speaks of rehabilitation, the 
thought of special agencies comes up. These def- 
initely have a place, however we here are dis- 
cussing the patient in the hospital. The quality 
of occupational therapy depends upon the qual- 
ity of the occupational therapist. Its value should 
not’ be judged by the kind and amount of finish- 
ed product turned out by the patient but by the 
constructive changes in the patient. Occupational 
therapy, being an adjunct to medical tteatment, 
should always fit into the general management 
of the patient. A great deal of individualization 
is necessary in the selection of actual work for 
the patient. Whatever plans are formulated, it 
is preferable to take a long-range view of the 
issue on account of the chronic nature of the 
disease and the protracted stay of the patient at 
the institution. 


Assignments for handicrafts should be so ar- 
ranged that the physical effort required is slow- 
ly and gradually increased. The profit motive on 
the part of the patient must be averted. Crafts 
practiced may or may not have anything to do 
with the patient’s future employment, but they 
help to restore and maintain his will power and 
energy. Parallel with the patient’s physical im- 


*Superintendent Monterey County Hospital, Salinas, 
California. 
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provement, his occupational therapy is expanded 
and made more practical. Through the coopera- 
tion between the clinician and the occupational 
therapist a transition is built up to actual rehabil- 


itation. It is preferable that all patients return 
to their former line of work provided it is not 
incompatible with their physical condition and 
with the protection of their health. 


SUE KINDALL McHENRY, O.T.R. 


‘she occupational therapy prescription used in 
the sanatorium at the Monterey County Hospital 
is a simple identification form containing the 
patients date of admission, diagnosis, grade of 
exercise, hours of work allowed~-per day, and 
precautions or special instructions if any. The 
therapist accompanies the staff physician and the 
resident on weekly ward rounds, at which time 
any recommendations for changes in the amount 
or intensity of exercise are made. At the foot of 
each bed on all wards a board is posted with 
slots for approximately fifteen cards. These cards 
provide all members of the staff with a com- 
plete picture of each patient: his name, date of 
admission, a record of all treatment including 
drugs, surgery, privileges, occupational therapy, 
school activity and any positive laboratory find- 
ings. 

Strict bed rest is prescribed for all newly 
admitted patients. During this time the therapist 
has no prescription for occupational therapy. 
However, she will have the opportunity to gain 
necessary information from the patient’s records 
that may serve as an aid to establishing rapport. 
When she contacts the patient she has an oppor- 
tunity to answer any questions concerning the 
hospital and the basic nature of the disease. At 
this time the patient may be encouraged to par- 
ticipate in pre-occupational therapy activities re- 
quiring no physical exercise. Listening to the ra- 
dio and making use of available reading ma- 
terials provide contact with the outside world. 
Through these services, and in subsequent in- 
terviews, the therapist can discover the patient’s 
interests and ambitions which may serve as a 
guide in planning his future activities. 

Our first goal, as Dr. Cassidy has pointed out, 
is to assist the patient toward proper adjustment 
to his disease and surroundings. By providing 
satisfying activities, the therapist may replace un- 
healthy attitudes, gain cooperation, and help him 
accept long term care. Graded exercise, which has 
been classified as metric occupational therapy, 
provides a means for measuring the progress of 
work tolerance and the effect of exercise on the 
patient's condition. Exercise has been divided 
into four main classes: grade I, II, III, and pre- 
discharge. The grade level and the number of 
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hours the patient is allowed exercise is based on 
clinical findings and is prescribed by the physician. 
Following chest surgery, specific muscular exer- 
cise may be prescribed to restore function to mus- 
cles of the shoulder girdle. When physical ther- 
apy and occupational therapy are prescribed for 
these patients, fewer deformities have resulted. 

Our second important goal is the conditioning 
of patients for what is to follow discharge. When 
the physician decides that the patient is ready to 
participate in a progressive mobilization type of 
program, the therapist is responsible for seeing 
that the prescribed activity is carried out daily. 
By this time, she has had an opportunity to dis- 
cover any latent skills that may exist and can 
assign pre-vocational activities when indicated. 
Thought is given to the future life of the patient 
before ambulatory projects are selected. 


The sanatorium at Monterey County Hospital 


-is not large enough to warrant a full time librar- 


ian, therefore the circulating library is maintained 
by the -occupational therapist. Much thought is 
given to the selection of books in addition to 
the usual novels, mysteries, and adventure: stor- 
ies. Reading is used as an aid to relaxation, to 
replace former recreational habits, or to provide 
practical information that may be of help in the 
adjustment to life after discharge. An annual do- 
nation from the county tuberculosis association 
enables the therapist to order new books each 
year, subscribe to magazines, and provide films 
twice monthly. A small radio studio has been 
established and is connected to the institution’s 
radio wiring. Local as well as outside programs 
may be transmitted by ear phone to the patient. 
Educational talks by professional staff members 
have been broadcast weekly. 

The tuberculosis pediatric ward usually aver- 
ages from eight to twelve children. A full-time 
teacher is assigned to work with them. Ages, 
however, vary from one to twelve years and the 
occupational therapy department provides a rec- 
reation program throughout the year. During 
the summer months the program is enlarged to fill 
the gap in the regular school program. Activi- 
ties are carried out in a separate room adjoining 
the ward. It contains a small work table, bench- 
es and cupboards. Equipment includes a selection 
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of educational toys, games, art materials, books, 


phonograph and records. An effort is made to 

make up for the lack of normal activities which 

is one of the many problems these children face. 
CONCLUSION 

Where a relatively few years ago the chief 

purpose of occupational therapy in the tubercu- 


losis area was to provide the patient with so- 
called “busy work” during the long period of 
hospitalization, we now aim toward a more def- 
inite goal, mainly: that on discharge patients 
will have distinct plans for the future so that 
they will become independent and self-support- 
ing citizens. 


Orthopedics 


KARL E. CARLSON, M.D. 


Occupational therapy has various meanings to 
various people. In keeping with our discussion 
of the relationship of the physician to an occu- 
pational therapy department with particular refer- 
ence to the prescribing of such activities, it may 
mean nothing to some physicians. To others, at 
the opposite end of the scale, it may be of major 
importance. You have already heard the opinions 
of quite a battery of experts concerning this 
problem this morning. You have had reviewed 
for you how and why occupational therapy is 
prescribed and utilized in neuropsychiatry and tu- 
berculosis management. We have now reached 
the bottom of the therapeutic barrel and propose 
to review the matter of occupational therapy and 
its relationship to physical restorative efforts di- 
rected toward people with neuromuscular and 
musculo-skeletal problems. 

In this area of effort, occupational therapy is 
not a diversional or recreational activity. The 
occupational therapist carrying out a _prescrip- 
tion for this type of patient should be able to 
accurately interpret a muscle test and be suf- 
ficiently skilled in the use of his or her arma- 
mentarium to specifically direct the activities to- 
ward achievement of a specific goal or set of 
goals: increase in muscular strength of certain 
precise muscle groups, increasing range of motion 
of a joint, coaxing and persuading maximum 


function and coordination from a given limb or 
hand or combination thereof. She must have 
considerable engineering and mechanical talent in 
the devising of devices and equipment to 
achieve these goals. She should be able to survey 
the proficiency of a patient in performance of 
self-care activities and be able to take appropriate 
steps to close up what gaps may exist in this 
area. She must in some instances also be some- 
thing of a vocational counsellor. 

All of these things are involved in the occu- 
pational therapy prescription. We are all lovers 
of preciseness—but obviously cannot be precise. 
Prescription of an occupational therapy program 
for a given patient is usually not a precise thing, 
rather, it is usually a listing of what goal or 
goals are to be attempted, be it for increase in 
strength, joint range or fatigue tolerance with 
an occasional suggestion on the part of the 
“prescriber” as to the use of a particular item 
of equipment, precautions, etc. It involves con- 
siderable talk and exchanging of views between 
patient, occupational therapist and physiciag. So, 
from my standpoint, an occupational therapy 
prescription is not something which can be cold- 
ly calculated and listed. Too many people and 
personalities are involved. 


*Director Department of. Physical Medicine and Re- 
habilitation, Palo Alto Clinic, Palo Alto, California. 


GUINEVERE WRIGHT, O.T.R. 


This patient had onset of polio in October, 
1952; was referred to occupational therapy in 
March, 1953. The prescription. that Dr. Carlson 
gave was occupational therapy daily for one hour. 
He stipulated under that, that an opponens splint 
was to be made for the right hand, and it was to 
be used only when fatigue made writing unin- 
telligible. Second, he asked me to check the 
activities of daily living sheet, and work on those 
items which the patient was unable to accomplish. 


238 


Third, he listed “Plan program to strengthen the 
particular weaknesses of this patient and refer 
to the muscle check.” 

Now the steps we went through to attain these 
predetermined goals were: 


1. As this man planned to return to the job 
he had before he contracted polio, and because 
this job required a great deal of writing, the 
opponens splint was made first. 
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2. A.D.L. sheet when checked, revealed the 


following weaknesses: 


a. Inability to get up from a chair unas- 
sisted (this activity was worked on in physical 
therapy ). 


b. Inability to get to a standing position if 
he fell (which was always threatening as he 
had a very unstable gait and refused to use 
crutches or cane). Physical therapy also took 
care of this activity. 


c. He was unable to completely dress him- 
self to the point of buttoning shirt sleeves, due 
to the fact that there was muscle weakness as 
well as lack of finger dexterity. This we ap- 
proached through the use of the Montessori 


_ board first, and then graduated to his own 


shirt, and it was mastered in a month. 


d. Inability to tie shoes due to trunk in- 
stability and lack of finger dexterity. Montes- 
sori board used here also and when trunk 
stability was attained he had no problem with 
own shoes. 


e. Inability to reach telephone on desk and 
hold while writing message due to weakness 
of left shoulder, elbow and hand. This was 
incorporated in plan for strengthening particu- 
lar weakness and later a telephone was used. 


f. Inability to drive car to work. This post- 
poned until muscle power was sufficient so that 
it was less hazardous to himself and others. 
After he started driving, one problem which 
needed to be worked out was getting the car 
window rolled down. Weakness in left shoulder 
and elbow made operation of window very 
slow so that he couldn’t lower the car window 
in time to make the proper signal. He was 
shown how to support his arm and use only 
wrist extensors and flexors to accomplish this. 


3. A check of his muscle test done by the 


physical therapy department and a check of 
functional patterns done by me, revealed the fol- 
lowing general weaknesses. 


a. Generalized weakness in neck and trunk. 


b. More generalized weakness in right leg 
with the exception of the quads (these were 
weaker on the left). A further complication 
was a tight heel cord on the right which lim- 
ited range of motion in dorsi flexion. 


AJOT X, 4, 1956, Part II 


c. The upper extremity revealed more weak- 
ness in left arm and hand. 


4. Activities used in strengthening weaknesses. 


a. Patient worked half hour standing for 
trunk stability and building work tolerance. 


b. Suspension slings were used on left arm 
for one month due to scapular, shoulder and 
elbow weakness. 


c. All hand woodworking tools such as a 
saw, plane, brace and bit, etc. 


d. Wood carving tools, started by using 
malle:, as strength increased, no mallet, to 
emphasize elbow extension, shoulder flexion 
pattern in both arms. 


e. We also used a Herald OT loom, which 
is a specially adapted floor loom with re- 
sistance on the heddle frames, first to plantar 
flexion, later to dorsi flexion. Resistance was 
increased from nothing to 10 pounds to plantar 
flexion; and from nothing to 5 pounds to 
dorsi flexion. These were accurate measure- 
ments. In relation to the upper extremity, the 
loom was hooked up with resistance to the 
extension pattern first on the beater. This also 
was built from no resistance to finally 24 
pounds resistance in the extension pattern. We 
switched the loom to resistance to flexion 
pattern with special scapular adduction attach- 
ments in order to build up the scapular weak- 
ness and the shoulder weakness.’ . 


f. Treadle machine with bobbin winder at- 
tachment for increasing range of motion in 
dorsi flexion of right foot, and increase strength 
in left shoulder- flexors and finger flexors. 


g. Knotting on an upright frame positioned 
for exercising shoulder flexors, abductors and 
horizontal abductors. 


h. The last piece of equipment used by this 
patient was a treadle operated lathe. He started 
in a sitting position, but as his strength and 
stability increased we brought him to a stand- 
ing position. I might add that he had one 
thought in mind on this lathe. When we were 
able to build the quad group to the extent 
that he was able to get on a horse by himself, 
he thought his rehabilitation would be com- 
plete. 


239 


f- 
ts 
at 
| 
r | 
in 
oO 
y 
f 
te j 
is 
e- 
rs 
e. 
| 
in 
h 
O, 
y 
| 
se 
se | 
| 
II 


THE PSYCHOSOMATIC APPROACH IN PRESCRIBING 
OCCUPATIONAL THERAPY 


KARL J. DEISSLER, M.D.* 


I would like to discuss three aspects of this 
problem: first, a definition of what this might 
mean, the psychosomatic approach to the pre- 
scribing of occupational therapy; second, an il- 
lustration by citing an appropriate case; and 
third, some remarks pertaining to the teaching 
problem resulting from the attempt to convey to 
students, even at the school level, the meaning 
of psychosomatic medicine. 


The concept of psychosomatic medicine has 
developed under the impact of psychiatry during 
the last twenty-five years. Psychiatry in this 
respect, and especially in relation to the therapeu- 
tic situation, is the science which deals with in- 
terpersonal relations, and if there is a very dif- 
ficult interpersonal relation situation then it is 
that between the prescribing physician, occupa- 
tional therapist and the patient. In the first place 
it is a triangle situation which is difficult in all 
aspects of life, and equally difficult here. Sec- 
ond, the occupational therapist, in this situation, 
has so far been the neglected partner. The oc- 
cupational therapist can be helped, I believe, 
even at the school level, if he is acquainted 
with the fact that interpersonal relations are 
fraught with dangers; that interpersonal rela- 
tions carry certain loads from the past of the per- 
sonal development of the people involved; and 
that there are some techniques which have been 
developed to deal with them quite adequately. 


In other words, if the young occupational ther- 
apist is acquainted with the fact that it is quite 
normal to experience certain anxieties in thera- 
peutic relations, if he is encouraged to verbal- 
ize them, if opportunity is given to him to have 
them discussed in a spirit of cooperation and 
helpfulness, he will gain an amount of freedom 
in interpersonal relations which cannot help but 
benefit his therapeutic efforts. 


If occupational therapy is prescribed, whether 
you know it or not, whether you admit it or not, 
you prescribe, in essence, the therapist, not only 
the modality of therapy. You not only set the 
goal but you set a stage in which the personality 
of the therapist will enter, and possibly can en- 
ter crucially and decisively. Or a situation can 
develop in which the occupational therapist is 
hindered or suffers from the particular constella- 
tion far more than the whole effort warrants. I 
think a young occupational therapist should have 
the opportunity to go to whoever guides his 
efforts, and quite freely discuss the basic pat- 
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terns in the area 
countered. 

It is quite popular to focus on the question of 
whether the patient has insight, whether the pa- 
tient understands what goes on, whether the pa- 
tient benefits from such understanding. It is com- 
paratively rare that there is an acute awareness 
of how important it is that the occupational ther- 
apist, and of course the doctor as well, be aware 
of what goes on in them in the therapeutic situa- 
tion; what motivates their choice of modalities; 
what motivates their eagerness, or lack of it, to 
work with one patient or the other. 

To come to my example. I had been instru- 
mental in securing the services of an occupation- 
al therapist in an institution where such a serv- 
ice was quite unknown. I had heavily invested 
in this project, in the line of knowing the right 
thing, recommending the best possible thing, and 
assisting in the selection of the occupational ther- 
apist, and I had made the grade, very much 
against the general feeling of the chief of the 
service. We secured the help of a very excellent 
young lady who was admirably prepared and 
very enthusiastic about the job, so I started look- 
ing around for a suitable, let’s say “victim” for 
our efforts. There was in the ward a young wo- 
man who was, for some reason I don’t need to 
go into, confined to bed in a supine position, and 
it was assumed that she would remain there for a 
considerable period of weeks. She was young, 
vivacious, outgoing. She was an intelligent per- 
son, very enthusiastic, a young student from a 
school of fashion design. Suddenly she found 
herself flat on her back with no prospect of 
doing any of the things which gave meaning to 
her life. We had a conference with her and 
with the physician, and it turned out that the 
only thing she could possibly do, under the cir- 
cumstances, was to work on an overhead weav- 
ing frame. She wanted to transpose a certain 
picture she was very fond of onto this screen 
with weaving technique. 

We went ahead, and things went very well— 
for a while. Then one morning, two or three 
weeks after she had started her work, the chief 
of the service came around and we wanted to 
show off what had been going on, and we did. 
He said, well, he never liked abstract art any- 
way, and this was just another example. I didn’t 


of difficulty that he has en- 
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expect much else, and I thought we had gotten 
by fairly well. But I kept looking at this frame 
and something disturbed me but I didn’t know 
what it was. I could feel that this patient was 
very brittle in one respect, namely, that she had 
to establish herself through an achievement, she 
had to show that even flat on her back she still 
was somebody. I feared that we were very close 
to where we could have defeated our very best 
purpose in the most crucial possible way, name- 
ly by defeating the self-esteem of the patient. 


One day we wheeled this patient with her 
weaving project, out on the sun porch and the 
glare was so great that I wore a pair of cheap 
sun glasses which had very poor color correction. 
And I immediately saw what was the matter. This 
patient was color-blind. Except she didn’t know 
it, I didn’t know it, the occupational therapist 
didn’t know it. She was seeing in tones of gray 
and white and black, and this is what she was 
picking up out of this mass of colored wool she 
had. She put it on the frame and everybody who 
wasn't color-blind must of necessity have thought, 
this was just a mess. 


So then I really went home to my room and 
sat down and thought. I called the occupational 
therapist over and we had a conference which 
lasted, soul-searchingly, for two hours. How are 
we going to make the next step? She took a 
textbook on vision which contained a chapter on 
color-blindness, and read it, and went to the pa- 
tient and told her that we had a solution. She 
said, “For your problem” and conveyed to her 
that she was color-blind. The effect was absolute- 
ly magnificent. This patient became the most 
avid reader on optics, on the theory of the phy- 
siology of vision. In no time flat she induced 
everybody on the staff, from the charwoman to 
the boss, to come by and look at her color 
tests. This had an extraordinary outcome, because 
this girl, instead of returning to fashion design, 
became a fashion photographer. Once she had 
become very successful, having totally recovered 
from her other physical ailment, she told me 
that the fact that she was color-biind, the knowl- 
edge that she was, was a great help to her be- 
cause she could visualize the probable black- 
white photographic effect by looking at an as- 
semblage of clothing which nobody else would 
have thought lent itself to black and white 
photography. So you can see we got very close 
to destruction, but we made the grade. 

Now the crucial member in this team was the 
young occupational therapist. This experience 
gave her the awareness of the extreme complexity 
of a relation which can exist as soon as you 
bring three people into a therapeutic situation. 

I have been, for the past few years, trying to 
teach medicine and surgery to therapy students 
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attending Mills College. I have felt that it was 
necessary to introduce the young ladies as early 
as possible to the concepts of psychosomatic medi- 
cine because I believe that this is something that 
an occupational therapist deserves to grow up in, 
and not something of which she should be left 
innocent. 

The young ladies, of course, come to us after 
what is called a liberal arts education, which is 
something entirely in terms of the general, the 
principle, the plural. Of course we are trying to 
fit them for an education which will deal with 
the singular, the individual, the personal, the non- 
generic, and that is a very difficult turn to achieve 
in a short period of time. The young ladies are 
first exposed to the general atmosphere of a lib- 
eral arts education and then suddenly, without 
any adequate provision for a transition period, 
are exposed to the necessities and vicissitudes of 
instruction in occupational therapy. 

As everybody knows, a curriculum is not what 
determines what has to be taught and what is 
being taught. If you want to find out what is 
being taught in an institution, put the curriculum 
away. Look at the national examination sheet. 
Any teacher who takes his responsibility seriously, 
of course, has to prepare his students so they 
will be able to pass this examination, no matter 
what the curriculum says. Now I have the im- 
pression that-the occupational therapy curriculum 
has grown in a most extraordinary way. I under- 
stand this is the 38th convention. Well, proba- 
bly for 38 years, at each convention, something 
has been added to the curriculum. It has grown 
—magnificently: I am not aware, so I might be 
mistaken about this, that anything has ever been 
taken away. Somewhere in the United States of 
America an occupational therapy patient falls off 
a chair, gets a nosebleed and somebody decides 
something has to be done which will equip the 
occupational therapist to take care of such emer- 
gencies. So before you know it, what has been 
added? First aid! Now under these premises 
it will be impossible to reorient the teaching of 
occupational therapy in such a way as to include 
the advanced concepts which really matter, which 
really will make the difference, later on, between 
a good occupational therapist and a poor one. It 
will be impossible to introduce these concepts as 
long as the national examination contains de- 
tailed questions about leprosy, sewage systems, 
diphtheria and other things which might be in- 
teresting, but, to me, do not look pertinent. I 
hope this doesn’t sound impertinent! 

Now this started with a definition, went 
through an illustration, and ended up with a 
diatribe. But just the same, I find some unex- 
pected support on the issue from your illustrious 
speaker Dr. Hayakawa. Except that I’m going 
to paraphrase him a little bit. Instead of what 
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he said I would like to say, “If, as teachers, or 
occupational therapists, or psychologists, or physi- 
cians, we increase our capacity for self-insight, we 
shall have made a real start towards helping those 


who are in our charge.” There is far too much 
emphasis on the insight of the patient and the 
insight by the physician and the therapist regard- 


ing the patient, and there is altogether too little 
on the necessity for self-examination and self- 
insight on the part of the therapist and the pre- 
scribing physician. I believe a real contribution 
can be made if psychosomatic concepts in this 
sense are applied to the prescribing of occupa- 
tional therapy. 


OCCUPATIONAL THERAPY FIVE YEARS LATER 


SEDGWICK MEAD, M.D.* 


PART I 


The preceding discussions have made me realize 
that the setting in which I work is perhaps rather 
different from that in which many of you work. 
Our center runs the whole gamut from acute 
medical and surgical disease and in-patient care, 
to self-care, to out-patient care, and without the 
fragmentation among various departments such 
as orthopedics, neurosurgety and the like, which 
characterizes most general hospitals. Also it runs 
the gamut from pediatrics to geriatrics. This I 
say because it may have the disadvantage that 
our experience with certain specific groups such 
as the cerebral palsied may be somewhat diluted. 
But, on the other hand, I think that we have an 
integration of effort since all these things are 
under the direct supervision of rehabilitation and 
of no other department. 

In 1950, I presented in Boston a paper by 
Alex Harell and myself titled “Failures in Func- 
tional Occupational Therapy.”1 Although the 
points raised were worthy of careful consideration, 
it seems to me now—speaking for myself only— 
that my manner of presentation was somewhat 
immature. 


PART II 


Today, I would like briefly to re-examine the 
topics discussed. The first was the problem of 
financing occupational therapy. Perhaps this 
should be discussed last rather than first, since if 
all our other problems can be solved this one 
will fall automatically into line. That is, if our 
patients value and accept occupatioaal therapy 
as they should they will have no hesitation in 
paying for it. Or, to put it another way, occupa- 
tional therapy is a part of rehabilitation. If re- 
habilitation’s fiscal prospects are sound, so are 
those of its component parts. 

Next we mentioned lack of respect for the 
therapist as a craftsman on the part of some 
patients. On this point I reverse myself. The ar- 
gument has some merit perhaps but the solution 
does not lie in supplying instructors highly skilled 
in a single activity. Such a person has too many 
limitations on his usefulness, as shown by the 
Veteran’s Administration experiment in so-called 
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manual arts therapy. We must convey to our 
patients that the professional therapist is not 
necessarily intended to be a master craftsman and 
that her usefulness lies in quite another direction. 

Again let me express my belief that the pre- 
vocational significance of occupational therapy 
ought to be limited to the revealing observations 
our therapists can make concerning patient skill 
and aptitude. In this connection I wonder why 
vocational counsellors do not make more use 
of- such valuable observations? They are surely 
the result of some of the best aptitude testing 
one could do. I feel that we’ve made drastic 
mistakes in the past, particularly among _physi- 
cians, in assuming that you know all that you 
need to know about a man’s future work pros- 
pects as well as about his future medical care. 

One of the original points discussed was the 
loss of professional stature created by combina- 
tions of functional, diversional and recreational 
pursuits. I feel again today that you do violence 
to good public relations when your shop looks 
like a church ladies’ bazaar. It makes a sharp dif- 
ference though who your patients are. What is 
suitable to a psychiatric unit is perhaps not 
appropriate to tuberculosis or orthopedic settings 
and these in turn not appropriate for children. 

Conflict of patient and therapist over choice 
of activity was discussed in our paper. This is still 
a problem. How much discipline should we phy- 
sicians impose in prescribing occupational ther- 
apy? Perhaps I have not personally taken a 
stern enough posture in insisting that occupation- 
al therapy is as important as anything else we do 
in our center and not to be discarded at the pa- 
tient’s whim. Undoubtedly I have sinned repeat- 
edly in failing to orient the patient sufficiently 
as to the values he is to expect from occupational 
therapy. 

Let me say that with highly competent per- 
sonnel one does not have too much trouble with 
patient rejection or arguments over craft selec- 
tion. In our center our occupational therapy de- 
partment has such stature that refusal of a pa- 
tient to participate immediately tells us that he 
is floundering in some sort of internal turmoil— 
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adjustment to his disability perhaps, or fear or dis- 
like of association with other disabled persons. 
We notice the same behavior in some other ther- 
apies. After a period of adjustment our patient 
may willingly participate again. Doctor Harell 
and I were guilty of a resounding generalization 
concerning the ineffectiveness of functional occu- 
pational therapy. We cannot improve matters 
much now by generalizing in the opposite direc- 
tion. It matters decidely whether the diagnosis 
is correct, the medical direction sure, the person- 
nel competent and the objective realistic. When 
these conditions are fulfilled I would say after 
these five years that functional occupational ther- 
apy is as effective as anything we have in medi- 
cine. 

I am still convinced that providing splints, 
supports and adaptive equipment should be a 
prominent function of occupational therapists. 
Doing checklists of self-care activities is a ted- 
ious job but an absolutely vital and permanent 
part of the patient’s chart. I have devoted years 
of thought to better methods of measurement of 
physical performance. The more elaborate these 
methods become the less they can be translated 
into terms of everyday use. In the end what we 
want to know is whether the patient can perform 
all services of personal care or not; if so, whether 
he can work at some gainful enterprise; and 
also whether some further enjoyment or morale 
activities can be undertaken. Our own self-care 
list is rather simple—only one page long. It prob- 
ably could be improved but we are not sure how. 
This information—much more than joint meas- 
urements or muscle checks—really means some- 
thing to an insurance adjuster or a lay board. 
We should take care to interpret such results 
accurately moreover. They, like psychological 
tests, are not measurements of the patient’s ca- 
pacity but rather of his performance. The two do 
not always necessarily coincide. 


PART III 


Now that I have recapitulated these points, I 
would like to add one or two additional thoughts 
about the present status of occupational therapy. 
The name is misleading to some patients but a 
better one is not available. I conclude, after 
these five years, that the profession is so securely 
established and so firmly a part of medical care 
that its advocates can now relax and be a bit 
less spunkily defensive in its behalf. Its accom- 
plishments are increasingly impressive. In the 
area of professional ethics, for example, I have 
never encountered or even heard of a single of- 
fense by an occupational therapist. I wish the 
same could be said of all staff components in 
rehabilitation and of all physicians for that mat- 
ter. 

When you are interviewing young persons in- 
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terested in going into the field, I wish you would 
find out what impels them to do so. I would 
be wary of those who say that they want to “do 
good and help people.” That comes perilously 
close to being a “do-gooder.” We want humane 
and kindly therapists but not persons who are 
confused about their role in life. 

I know that the occupational therapy curricu- 
lum is both a liberal arts education and a pro- 
fessional career training but I assure you that 
it is a mistake to found any new schools apart 
from medical centers. It is not necessary and 
perhaps not desirable to have physicians as heads 
of such schools. But confidence in handling pa- 
tients comes only from long association with the 
health care professions. 

The removal of occupational therapy from our 
center would leave an enormous gap. It is the 
unifying agency which provides the final practical 
details and know-how the patient needs in order 
to make use of his newly acquired neuromuscular 
patterns and strength. For housewives we con- 
centrate on homemaking with the necessary adap- 
tations of the disabled. For the injured workman 
we provide facilities for work-hardening, increased 
range and strength and skill, optimism and good 
emotional adjustment. For children our shop has 
nursery school values in addition to its other 
properties. Note that in small children the boun- 
daries between intellectual and physical perform- 
ance are blurred and so are the demarcations 
between physical therapy, occupational therapy 
and education. 

In our catastrophically disabled young adults 
and teenagers, occupational therapy provides the 
most important contribution of all those available 
in the center. When one is limited to feeding 
oneself, shaving, reading and the like these sim- 
ple acts take on an undreamed-of importance. 
This importance is only partly the actual value 
of these achievements to the patient. Their sig- 
nificance to him lies also in the fact that some- 
one went to the trouble and effort to teach them 
to the absolute limit of human endeavor. 

My final point I have already touched on brief- 
ly, and Dr. Elkins did also, and have emphasized 
in talks to physicians on several occasions. This 
is the analytical function of occupational therapy. 
Dr. Elkins mentioned that diagnosis ahd treatment 
go on concurrently. Whether the patient has 
tuberculosis, a crippling disability or a psychia- 
tric illness, the occupational therapist is in a po- 
sition to make highly skilled observations con- 
cerning his reality adaptation, emotional maturity, 
family stability and the like which can be in- 
valuable to the directing physician in planning 
treatment. 


1. Harell, A., Mead, S. “Failures in Functienal Occupa- 
tional Therapy,” 1950. Archives of Physical Medi- 
cine, Chicago, Illinois. 
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Closing Session 


PSYCHODYNAMIC ASPECTS OF 
OCCUPATIONAL THERAPY 


LEONARD V. WENDLAND, Ph.D.* 


An understanding of the role of the emotions 
in illness is important in the overall treatment 
program of the patient. Until very recently the 
basic interest in illnesses has been the etiological 
factors and the attempt to prognosticate the final 
outcome. However, the various members of the 
treatment team are now aware that emotions play 
a significant part in the overall program. 

The purpose of this discussion is, first, to give 
a brief outline of some psychodynamic principles 
which operate in behavior per se; second, to deal 
with the emotional reactions of the individual 
when he becomes ill or injured; and third, to 
present specific psychodynamic factors in the oc- 
cupational therapy program and to determine how 
this program can be of value, not only orthope- 
dically but also psychotherapeutically. 

There are basic psychodynamic principles which 
operate to make all behavior meaningful. Behav- 
ior is the organism’s attempt to rid itself of pain- 
ful tensions, and from the point of view of the 
individual all behavior is meaningful, even though 
we are unable to understand or to point out 
the causes for that behavior. . 

There are several levels of need common to 
all individuals. These needs are basically the same 
regardless of culture, race or nationality. When 
these needs are not met, the organism is thrown 
into a state of dis-equilibrium, causing a certain 
amount of discomfort or stress. The organism, 
seeking to rid itself of this stress and to return 
to a state of comfort or equilibrium, is goaded 
into behaving in such a way as to accomplish 
the riddance of this painful tension. To more 
adequately understand this problem, I wish to 
discuss five probable levels of need in the human 
organism. 


1. Physical needs are of course basic to the 
organism and consequently basic to the personal- 
ity itself. There are certain so-called unlearned 
tension: states with which the organism is born. 
The organism does not need to be taught how 
to become hungry, how to become tired, the need 
for activity, elimination, and so forth. These are 
unlearned tension states, which occur rhythmical- 
ly and periodically in each organism. When any- 
thing happens to that organism to impede the 
rhythmic satisfaction of these unlearned tension 
states, the organism is thrown into a state of 
stress. Very often this will also mean that the 
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organism reacts emotionally. At least one theory 
of emotion implies that it is the means of 
summating all of the efforts of the organism to- 
ward the protection or the survival of the organ- 
ism itself. 

2. Emotional or psychological needs. This 
second level of need is the bedrock of mental 
health and emotional security. Emotional security 
is an internal state of well-being and becomes a 
part of the individual. The child unconsciously 
identifies himself with his parents because they 
satisfy his physiological needs. As a result of this 
identification the child experiences affection for 
the individuals who meet those needs. This is 
undoubtedly what we call the genesis of love. 

One of the psychological needs is the need 
to belong. When the physiological and safety 
needs of the child are adequately satisfied, the 
feeling of belongingness tends to be satisfied as 
well. 

Self-esteem is another psychological need. The 
individual has a need for the respect and admira- 
tion of others. The need for self-esteem is satis- 
fied in part in the life experience of the child 
by what we call praise. In the process of being 
praised, the child gains a concept of himself of 
having worth, while the child who is not given 
this recognition is likely to grow up feeling in- 
adequate, frustrated and threatened by his en- 
vironment. As a result he may compensate for 
these lacks in less socially acceptable ways. 


3. The third great need is social in nature. 
The human personality develops in the process 
of interaction with other personalities. Conse- 
quently the growing personality of the child very 
often takes on the color, cultural attitudes, opin- 
ions, and prejudices of the personalities with 
whom he comes into contact. Thus the child 
tends to become very much like his parents. 

4. The fourth level of need is intellectual. In 
man there is the need to know and understand. 
One aspect of this need is expressed by curiosity. 
We live in a culture which places value on 
“knowing.” Consequently, many of us are un- 
doubtedly motivated and stimulated to read, to 
expose ourselves to new learning situations, to 
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jar ourselves out of the complacency of our own 
professions and our own work situations so that 
we can at least appear to be enlightened. 

5. The fifth level of need is what may be 
called the wholistic need. This is equivalent to 
the need for organization, the need for systematic 
integration of the various aspects of our per- 
sonality. Consequently, the child or immature 
individual will often hold one system of values 
and behave in a certain way one moment, and 
the next moment behave quite differently or even 
in a contradictory fashion, and find no incompati- 
bility in this inconsistency. However, as the in- 
dividual matures, this process of integration comes 
into effect and the various parts of the personality 
structure become meaningfully related. 

As we proceed with a consideration of some 
of the psychodynamic aspects of occupational 
therapy, we shall see that the relationship of the 
therapist and the patient will be affected to a 
large extent by the patient’s concept of the frus- 
trating nature of his illness or accident. There- 
fore, in dealing with the patient we must keep in 
mind that some of his needs are probably not go- 
ing to be met. Consequently, in addition to be- 
ing in pain and discomfort, the patient is also 
being frustrated. 

During the child’s developmental process he 
has periodically experienced various needs. He 
likewise has discovered, or has attempted a va- 
riety of means for satisfying these needs. Dur- 
ing the early years of the child’s experience, the 
behavior which tended to bring about a state of 
well-being and satisfaction may have been due 
primarily to chance, with a minimum of under- 
standing between the behavior and the reasons 
for its satisfying end result. However, with mat- 
uration and with repetition of certain forms of 
behavior, the growing personality begins to de- 
pend upon certain forms of behavior for the sat- 
isfaction of his needs. 

Our second major task is to discuss what the 
disabling illness or accident does to the personal- 
ity structure, and the normal functioning of the 
psychodynamic process. People have different ca- 
pacities to withstand stress and frustration. IIl- 
ness is something added to the already existing 
emotional problems of everyday life. Thus, when 
a patient is admitted to the hospital he may not 
only be in a state of severe physical pain, but 
likewise undergoing emotional stresses. 

When a patient becomes ill he takes with him 
his pre-morbid personality characteristics and 
structures. If the individual, prior to the onset 
of his illness was a well-adjusted person, we 
would anticipate that he would react in a more 
mature fashion to his illness than should he have 
been somewhat immature, with a low frustration 
tolerance threshold. The nature of the pre-illness 
personality will determine to a large extent the 
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reactions of the patient during the illness. 

One of the factors which tends to modify the 
manner in which the illness affects the personality 
structure of the individual is the age at the on- 
set. The concept which we have of ourselves is 
a product of interaction and experience through 
our life span since birth. We are not born with 
a “self-concept.” We are not born with a per- 
sonality. The infant, by virtue of his highly de- 
veloped nervous system, becomes more and more 
interested and aware of what is taking place 
about him. Gradually a concept about himself 
begins to develop. This self-concept rarely if ever 
becomes static, is never quite the same from one 
year to another, although as we grow up it tends 
to become more consistent. Part of this self- 
concept involves what we might refer to as a 
“body image,” a concept of what our body looks 
like. If, during the early years of life we have 
learned that we have the kind of body, the kind 
of coordination, ability or strength in our phy- 
sical structure which makes it possible for us to 
gain recognition, self-worth and praise, then we 
may have developed a certain amount of depen- 
dency upon our body structure for ego satisfac- 
tion. On the other hand, if we had been born 
with a deformed or weak body we might have 
learned early that we cannot depend upon it for 
ego satisfying experiences. It seems to me that 
this is of paramount importance to all therapists 
and all persons dealing with patients, especially 
those patients who are deformed, paralyzed, or 
in the course of-a progressive deteriorating type 
of neuromuscular disorder. 

We are unprepared to deal with the emotional 
aspects of the ill or paralyzed individual until we 
have some conception of what the illness means 
to this individual. How does it affect his self- 
worth, his projected satisfactions for the future, 
his vocational goals? In the attempt to maintain 
and enhance the self-concept, individuals will 
learn that by certain means the self-esteem tends 
to be raised. There are different ways in which 
this may be accomplished, such as through mas- 
tery over people, through implied superiority, and 
through the mastery of things rather than people, 
in which impulses for creating or destroying can 
be acted out without the threat of social disappro- 
val. 

The onset of illness, resulting in considerable 
involvement of the child from two to six,. prob- 
ably represents a greater threat to the develop- 
ment of the self-concept of that individual than 
in an infant. In the age of three, four and five, 
and in some cases earlier, there develops some 
consistency in the manner in which various parts 
of the personality structure are related; thus there 
is a developmental process taking place during 
these years which results in a self-concept. An 
illness, or a severely disabling disease at this state 
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probably represents a greater threat than had it 
occurred at the age of six months. 

If the childhood years are important in terms 
of adjustment to illness then the adolescent years 
are of real traumatic significance in terms of ad- 
justment to disability. I think those of us who 
have worked with adolescents who have been 
severly paralyzed will agree that they go through 
an exaggerated traumatic emotional experience in 
adjusting to their disability. Adolescents are in 
a period where it is of paramount importance 
to be like the rest of the gang, and this includes 
the body structure. 

Adults will react to illness or accident result- 
ing in handicaps in a variety of ways, depending 
on the degree of maturity they have. Many of 
the adult patients admitted to our hospital can 
be described as being very compulsive, the kind 
of people who have their eight hour a day job, 
go to night school to pick up a few extra courses, 
and build their own houses on week ends. There 
are some people who have the physical equip- 
ment which makes these accomplishments a pos- 
sibility. Then there are others who have an 
equal need to satisfy these cultural demands, but 
are inadequately equipped for it, and so constant- 
ly live under a state of tension and stress. To- 
day, in the modern concept of the etiology of 
many diseases, we need to incorporate the idea 
that there are certain diseases which are partly 
the result of tension, of living constantly under 
tension. It has been suggested by some who have 
worked with poliomyelitic patients for many years 
—and this is only a hunch—that possibly the 
stress, or the ability to tolerate stress and the 
need to get ahead—this whole system—is one 
of the etiological factors for poliomyelitis. 

I want to mention briefly some specific things 
I have observed in occupational therapy which I 
think have significance from a _ psychodynamic 
point of view. First of all, the relationship which 
exists between the therapist and the patient is of 
prime importance from the psychotherapeutic 
standpoint. In certain kinds of occupational ther- 
apy this relationship may be the most valuable 
aspect of the treatment program. The significance 
of the relationship between physician and pa- 
tient, psychologist and patient, occupational ther- 
apist and patient, or physical therapist and pa- 
tient cannot be over-emphasized. I wish we had 
some technique of knowing whether the healing, 
if you want to call it that, which is accomplished 
in this relationship is due to the medicines or 
the modalities used, or the relationship. The kind 
of relationship which you set up with the pa- 
tient will determine to a large extent the heal- 
ing nature of this relationship. The relationship 
itself, in some cases, may be much more im- 
portant than the modality, the medicine or the 
techniques. 
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It may be generally stated that a desirable ther- 
apist-patient relationship implies a working rap- 
port between the patient and the therapist. This 
relationship is characterized as one in which the 
therapist is accepting and permissive of the feel- 
ings and attitudes of the patient, but is secure 
enough in himself to satisfy his own basic emo- 
tional needs without capitalizing upon the patient- 
therapist relationship for such unmet needs. There 
are several characteristics of undesirable patient- 
therapist relationships. 


1. An emotional relationship. If the therapist 
has unmet emotional needs he will unconsciously 
seek to satisfy these needs and he may discover 
that this may be accomplished in the patient- 
therapist relationship. When a therapist finds it 
necessary to consistently spend extra time with 
a patient in addition to the scheduled therapeutic 
hours, it might suggest that the relationship meets 
some emotional needs of the therapist to a great- 
er degree than any other type of experience avail- 
able at the moment. The therapist must be suf- 
ficiently secure to deal therapeutically with the 
hostility, dependency and other emotional needs 
of the patient. 


2. A competitive relationship. If the therapist 
is an insecure person any attempt on the part of 
the patient to demonstrate choice, to make sug- 
gestions or criticize the therapeutic program, or 
to express open hostility toward the therapist, 
may precipitate 2 retaliatory reaction on the part 
of the therapist. 


3. Sagging ego. The dynamics operating here 
might be very similar to those of the parent who 
gains tremendous ego satisfaction in the perform- 
ance ability of the child. This might be accom- 
plished by the therapist taking particular interest 
in the finished product which the patient shows 
for his therapeutic efforts. This relationship may 
also be expressed when a patient is transferred 
from one therapist to another, and the therapist 
finds it difficult to relinquish his control and in- 
dividual interest in the patient. 

The nature of the therapist-patient relationship 
is a dynamic one and is affected by the psycho- 
dynamic processes which have immediate prior- 
ity in the hierarchy of needs of the patient and 
therapist alike. The therapist should be aware of 
his own personality needs in order to better un- 
derstand his role in the relationship. 

It is important for the therapist to recognize 
that the patient’s reaction to him is significantly 
affected by pre-illness conditioning. If the pa- 
tient sees the therapist as an authority figure, he 
will feel toward the therapist as he has felt to- 
ward other authority figures. If the patient has 
had a predominantly large number of relation- 
ships in which he experienced rejection or other 
ego-deflating experiences, he will probably ap- 
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proach a new therapeutic relationship with a 
good deal of caution. 

The patient may have been conditioned by a 
series of experiences through which he has learn- 
ed that new relationships are often painful. For 
a male patient this may go back to rejection 
feelings related to members of the opposite sex. 
Then, if his therapist happens to be a female he 
may project these feelings of rejection onto the 
therapist and perceive her as one who will like- 
wise reject him. This projection introduces con- 
ditions into the relationship which will need to 
be overcome before the relationship can be thera- 
peutic. 

The therapist can modify his attitude toward 
a patient only within certain limits. If after re- 
peated efforts a therapist is unable to establish a 
good working relationship, a reassignment of the 
patient may be desirable. Tolerance of a patient 
is not enough, acceptance is essential. 

The therapist also has a responsibility in help- 
ing the patient in the socialization process. One 
of the destructive aspects of the severely handicap- 
ping illness is that to a large extent the means 
of socialization which the individual has learned 
in the past may be lost. The patient neverthe- 
less has social needs and desires and enjoys 
socializing with others. A group treatment situa- 
tion offers patients an opportunity to relearn ways 
and means of satisfying these social needs. 

Going to the occupational therapy clinic in 
itself may have variable meanings to patients. To 
one it may mean, “I am getting better, I can 
leave the ward, I can now be treated in the clin- 
ic.” To another it may mean, “I will lose the ther- 
apist who has been working with me individual- 
ly. I will now be lost in a group of patients.” 

Therapeutic conversation is also an aspect of 
occupational therapy. Contact with patients us- 
ually involves conversation. Nor can you main- 
tain a good relationship with the patient and ig- 
nore the feelings which are being communicated 
by what he says. I think we must keep in mind 
that what is said is not nearly as important as 
the feeling which is communicated by the words 
used. Consequently, when a patient makes some 
comment or asks some question, if you react 
purely on the intellectual level to what is said, 
you may fail to perceive the significance of the 
communication. However, if you develop a sen- 
sivity to the feelings which underlie what is said, 
and then react or respond to the patient on the 
basis of that feeling, I think you will find that 
you are carrying on not only occupational ther- 
apy but that you are also establishing the kind of 
rapport which is also psychotherapeutic. 

Another psychodynamic aspect of occupational 
therapy is that it provides the patient an oppor- 
tunity to be creative through the use of a va- 
riety of modalities. In an orthopedic setting the 
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prescription will usually define the purpose of 
the treatment program. The treatment objective 
can be accomplished by a variety of means. It 
places upon the occupational therapist the re- 
sponsibility of planning the treatment in such 
a way that the objectives are realized. There is 
a tendency for therapists to have favorite modali- 
ties for various treatment plans and these may 
be set up without taking into consideration how 
the patient feels toward the particular modality. 
It often requires real ingenuity on the part of 
the therapist to be able to suggest several alterna- 
tive treatment plans, utilizing a variety of modali- 
ties, and then permit the patient to choose which 
he would like to do. 

The modalities, in addition to their worth as 
treatment of the orthopedic patient, may also 
provide the patient with a means of expression. 
Activities of various sorts are utilized by most 
people at times in the expression of feelings. 
Many of the avenues of expression of feelings 
utilized by the patient prior to his illness may 
now be impossible or denied him because of 
his hospitalization. The activities provided 
through the treatment program thus may have 
conscious Or unconscious meanings to the patient. 

The acquisition of a severe disability is often 
seen by the patient as a threat to the concept of 
worth. Occupational therapy provides an ef- 
fective means through which the patient’s con- 
cept of worth is re-established or reinforced. To 
facilitate this process it is important that the 
first tasks given to the patient be those in which 
he must invariably succeed. After the patient 
has been provided with a series of successful 
short term experiences he should be permitted 
to participate to a greater extent in the planning 
of his treatment program, which in turn will give 
him added self-confidence. With this opportunity 
to make a choice, the patient has, first of all, 
an Opportunity to experience his independence 
which is something few patients have a chance 
to do in a hospital setting. Secondly, the plan- 
ning of the treatment program with the patient 
gives the therapist an opportunity to talk with 
the patient. His selection may reflect an activity 
which has equal value to him and may thus tell 
you something about him as a person. Thirdly, 
the patient may have some good ideas about 
what he might do to accomplish the therapeutic 
goal. This of course implies that the therapist 
has a treatment goal and is willing to discuss it 
with the patient. 

In this paper we have tried to do the follow- 
ing: (1) deal with some of the basic psychody- 
namic principles of behavior, (2) mention some 
things relating to the meaning of disability to 
the patient, and (3) suggest some of the psycho- 
dynamic aspects of occupational therapy. 
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Schools Offering Courses in Occupational Therapy 


Boston School of Occupational Therapy, Affiliated with Tufts University, 7 Harcourt St., Boston, Mass. Mrs. John A. 
Greene, President 


Buffalo, University of, School of Medicine, 2183 Main St., Buffalo 14, N. Y. Asst. Prof. Nancie B. Greenman, OTR, 
Director of Program in O.T. 


Colorado Agricultural and Mechanical College, Fort Collins, Col. Asst. Prof. Marjorie Ball, OTR, Director of O.T. 


Columbia University, College of Physicians and Surgeons, 630 W. 168th St., New York 32, N. Y. Ass’t. Prof. Marie 
Louise Franciscus, OTR, Director of Training Courses in O.T. 


Illinois, University of, College of Medicine, 1853 West Polk St., Chicago 12, Ill. Assoc. Prof. Beatrice D. Wade, 
OTR, Director of O.T. 


Iowa State, University of, College of Liberal Arts and College of Medicine, Iowa City, Iowa. Ass’t. Prof. Elizabeth 
Collins, OTR, O.T. Supervisor. 


Kalamazoo School of Occupational Therapy, Western Michigan College of Education, Kalamazoo 45, Michigan. 
Assoc. Prof. Marion Spear, O.T.R., Director of O.T. 


Kansas, University of, School of Occupational Therapy, Lawrence, Kansas. Asst. Prof. Frieda Congello, OTR, Di- 
rector of O.T. 


Michigan State Normal College, Ypsilanti, Michigan, Asst. Prof. Frances Herrick, OTR, Director of O.T. 
Mills College, Oakland 13, Calif. Mrs. Ivabelle B. Rhodes, OTR, Director of O.T. 


Milwaukee-Downer College, 2512 E. Hartford Ave., Milwaukee 11, Wis. Prof. Henrietta McNary, OTR, Director 
of O.T. 


Minnesota, University of, School of Medicine, Minneapolis, Minn. Miss Borghild Hansen, OTR, Director of O.T. 

Mount Mary College, Milwaukee 13, Wis. Sister Mary Arthur, OTR, Director of O.T. 

New or University of, College of Liberal Arts, Durham, N. H. Miss Ruth McDonald, OTR, Supervisor of 

New York University, School of Education, Washington Square New York 3, N. Y. Assoc. Prof. Frieda Behlen, OTR, 
Director of O.T. 

Ohio State University, College of Education, Columbus 10, Ohio. Miss Barbara Locher, OTR, Chairman, O.T. Dept. 


Pennsylvania, University of, School of Auxiliary Medical Services, 419 South 19th Street, Philadelphia 46, Pa. Prof. 
Helen S. Willard, OTR, Director 


Puerto Rico, University of, School of Physical and Occupational Therapy, Professional Bldg., Santurce, Puerto Rico. 
Miss Carmen P. Perez, OTR, Senior Supervisor of O.T. 


Puget Sound, College of, N. 15th and Warner St., Tacoma 6, Wash. Asst. Prof. Shirley Bowing, OTR, Director of 
O.T. and Rehabilitation. 


Saint Catherine, College of, St. Paul 1, Minn. Sister Jeanne Marie, OTR, Director of O.T. 
San Jose State College, San Jose 14, Calif. Asst. Prof. Mary Booth, OTR, Director of O.T. 


Southern California, University of, College of Letters, Arts, and Science, Box 274, Los Angeles 7, Calif. Assoc. Prof. 
Angeline Howard, OTR, Director of O.T. 


Texas State College for Women, Dept. of Arts, Denton, Texas. Assoc. Prof. Fanny Vanderkooi, M.A., Supervisor of 
O.T. 


Texas, University of, Medical Branch, Galveston, Texas. Miss Rose Marie Wells, OTR, Director of O.T. 


Washington University, School of Medicine, 4567 Scott Ave., St. Louis 10, Mo. Asst. Prof. Erna R. Simek, OTR, 
Director, Dept. O.T. 


Wayne University, College of Liberal Arts and College of Education, Detroit 1, Michigan. Asst. Prof. Barbara Jew- 
ett, OTR, Director of O.T. 


William and Mary, College of, Richmond Professional Institute, 901 W. Franklin St., Richmond 20, Va. Miss H. 
Elizabeth Messick, OTR, Director of O.T. 


Wisconsin, University of, School of Medicine, 1300 University Ave., Madison 6, Wis. Asst. Prof. Caroline G. Thomp- 
son, OTR, Director of O.T. 


Awaiting accreditation: 


North Dakota, University of, Grand Forks, N. D. Asst. Prof. Althea Ashton, OTR, Director of O.T. 
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(Continued from inside front cover) 


9. Student Clinical Training Manual (for OT students and OTRs only)....... 

10. Syllabus of Cerebral Palsy Treatment Techniques—M. Abbott, 1953........ 

11. Administrative Practices and Personnel Policies 
PROFESSIONAL MATERIALS 

Coped of Occupacionel Therapists. $ 


. OT Insignia Plates for use on stationery, etc. 
. OTR Gold Pins: ¥” size (for OTRs only) 
. OTR Uniform Insignia (for OTRs only ) 


30 


ea. or 4 for 1.00 


TECHNICAL REPRINTS, BIBLIOGRAPHIES 


Ww 


“Burns—Discussions for OTs and PTS’—Margaret Gleave, OTR 
“Considerations in Muscle Functions and Joint Measurement”— 

Sue P. Hurt, OTR—AJOT, Vol. 1, Nos. 2, 4, 5, 1947; Vol. II, No. 1, 1948 
“Education Research,” Revised Edition (chart) .............0cceeecceece 
“Visual Aids for Occupational Therapy”—Harold Shalik, OTR—AJOT, 

“Multiple Sclerosis’*—Newman, Radlow & Jewett— 

“Planning the Complete OT Service”—West & Clark—Hospitals, Oct. 1951.. 
“Rehabilitation Center”’—Frederick Whitehouse—AJOT, Vol. VII, No. 6, 1953 
“Research—A Guidepost for Growth’—Hyman Brandt, PH.D.—AJOT, 

“Research In Psychiatric OT’—Goodrich—AJOT, Vol. VI, No. 1, 1952..... 
“Dressing Techniques for the Cerebral Palsied Child’—AJOT, Vol. VIII, 

“Feeding Suggestions for the Training of the Cerebral Palsied”—AJOT, 


: “Occupational Therapy Technics for the Pre-School Hemiplegic—Toys and 


Training’—Isabel Robinault, OTR, M.A.—AJOT, Vol. VII, No. 5, 1953. 
“Perception Technics for the Pre-School Cerebral Palsied” —Isabel 

Robinault, OTR, M.A—AJOT, Vol. VIII, No. 1, 1954................. 
“Pre-Vocational Motor Skill Inventory’—Mary E. Brown, M.A., RPT, 

Mary Van Der Bogert, OTR—AJOT, Vol. VII, No. 4, 1953............. 
“Teaching of Writing to Cerebral Palsied Patients’—AJOT, Vol. VII, 

“Adapted Equipment for a Severely Involved Poliomyelitis Patient”— 

Viola W. Svensson, OTR, Miriam C. Brennan, OTR—AJOT, Vol. VII, 

“Some Uses of the Suspension Sling in the Treatment of Poliomyelitis’— 

Viola W. Svensson, OTR, Miriam C. Brennan, OTR—AJOT, Vol. VII, 

“Group Therapy with the Chronically Ill’—Benjamin Koven, M.D., Frances 

“Occupational Therapy with the Hand Splint”—Frances Silverstein, OTR— 

“Adapted Weighted Resistive Apparatus’—Viola W. Svensson, OTR, 

Miriam C. Brennan, OTR—AJOT, Vol. VIII, No. 1, 1954.............. 
“Dressing Techniques for the Cerebral Palsied Child”—Part I— 

“Refining Our Resources’—Ben L. Boynton, M.D.—AJOT, Vol. VIII, 

“Adapted Equipment”—Viola W. Svensson, OTR, Miriam C. Brennan, OTR, 
AJOT, Vol. VIII, No. 2, 1954, Vol. VII, No. 3 and 4, 1954............. 
“The Opponens Splint’—Miriam C. Brennin, OTR—AJOT, Vol. VII, 

“Apparatus Aids’—Viola W. Svensson, OTR—AJOT, Vol. VII, No. 1, 1953. 
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